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ABSTRACT 

The articles in this journal issue provide an 
overview of ways in which health services are presently delivered to 
children, youth, and pregnant women; the means by which these 
services are financed; and some of the major deficiencies in meeting 
the health needs of these groups. In the first article, the Center 
for the Future of Children presents several recommendations for 
policies to make the United States health care :- T '*tem more responsive 
to the needs of children and pregnant women. The vcond article 
offers an analysis of the health care system that focuses on the 
relationship between health care and children's health, and examines 
the issues of efficiency, access, and af f ordabi lity. The succeeding 
articles are: (1) "Child and Adolescent Health Status Measures' 1 
(Barbara Starfield); (2) "Effectiveness of Health Care Services for 
Pregnant Women and Infants" (Andrew D. Racine, Theodore J. Joyce, 
Michael Grossman); (3) "Health Care Services for Children and 
Adolescents" (James Perrin, Bernard Guyer, Jean M. Lawrence) ; (4) 
"Health Care Resources for Children and Pregnant Women" (Janet D. 
Perloff); (5) "Expenditures on Health Care for Children and Pregnant 
Women" (Eugene M. Lewit, Alan C. Monheit); (6) "The Role of Private 
Health Insurance in Children's Health Care" (John F. Sheils, Patrice 
R, Wolfe); (7) "The Role of Medicaid and Other Government Programs in 
Providing Medical Care for Children and Pregnant Women" (Ian T. 
Hill); (8) "Children without Health Insurance" (Alan C. Monheit, 
Peter J. Cunningham); (9) "Nonf inancial Barriers to the Receipt of 
Medical Care" (Lorraine V. Klerman) ; and (10) "Child Indicators: 
Teenage Chi ldbear ing" (Eugene M. Lewit). References are included at 
the end of each article, and a selected bibliography concluded the 
collection. (TJQ) 
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Statement of Purpose 



HP 

I he primary purpose of The Future of Children is to disseminate timely infor- 
JL matioii on major issues related to children's well-being, with special empha- 
sis on providing objective analysis and evaluation, translating existing knowledge 
into effective programs and policies, and promoting constructive institutional 
change. In attempting to achieve these objectives, we are targeting a multidiscipli- 
nary audience of national leaders, including policymakers, practitioners, legislators, 
executives, and professionals in the public and private sectors. This publication is 
intended to complement, not duplicate, the kind of technical analysis found in 
academic journals and the general coverage of children's issues by the popular press 
and special interest groups. 

In this issue of The Future of 'Children, we provide an overview of the ways in which health services 
are present lv delivered to children, youth, and pregnant women; the means by which these services 
are financed; and some uf the major deficiencies in meeting the* health needs of these groups. We 
have attempted to do so objectively from multiple perspectives in a format that is accessible to a 
broad readership. 

As the nation addresses the problems of health care reform for the entire population, it is 
important to appreciate the special nature and needs of children, vouih, and pregnant women 
because of the long-term, amplified effect that their health status has on the well-being of society. 
The articles presented hei> summarize the knowledge and experience that has been accumulated 
about the health care of children, vouth, and pregnant women. It is hoped that the individual 
perspectives, descriptions, and analvses they contain will provide the basis for a better under- 
standing of the issues and will suggest reasonable policies and program strategies to pursue. The 
Anahsis, authored by the staff of the Center for the Future of Children, draws from these articles 
and from our own research and deliberations. 

We invite your comments and suggestions as you read this issue of The Future of Children. Our 
intention is to encourage informed debate about health reform proposals i;iid their potential 
effects on the health of children, youth, and pregnant women. To this end we invite correspon- 
dence to the Editor. We would also appreciate your comments about the approach we have taken 
in presenting the focus topic and welcome vour suggestions for future topics. 



Richard E. Behrman. M.D. 
Editor 
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Introduction 

Although there is considerable disagreement about what should 
be done and by whom, virtually no one disputes the need for 
health care reform in this country. As various specific changes in health 
care are considered, it is critical to assure that these changes result in 
improvements in the health of children, youth, and pregnant women. 1 
It is equally important that, in our zeal for reform, we do not make the 
kinds of changes that would have adverse consequences lor these groups. 

Our ability to accomplish these objee- ness of prenatal, obstetrical, and neonatal 

lives depends on an understanding of care in terms of infant morbidity and mor- 

what good health means for children. talit\ related to pregnancy. They discuss 

\outli. and pregnant women, an accurate recent trends, the cost-effectiveness of 

assessment of what services are now pro- neonatal intensive care, and new neonatal 

vided to them and the costs of these son- technologies. 

ices, and a lecognition of the significant mrmn n||11 of lu . ahn ( , u ,. 

differences m many dimensions of sorv ices delivered in the private and 

care for these groups compared wuh care ^ h lwicwc . c , in anit . lcs ln 

for the rest of the population. Because to (;mr| . . m(| { ^ rvncVm ancl hv 

know where we are going, wo need to { p cr j ()ff Vcvvuu { ; UV(M , aml 

l->wtii<ii'li/>i-i>iri< 'ii-/> (hie ittito nl fh^huIlJt^ " J . . 

Lawrence discuss the need lor community 
integration of Certain programs such as 
immunization, tnjurv prevention, and 
services for adolescents. In addition, !Vr- 
loff reviews the supply, distribution, and 
accessibility of medical and obstetrical 
services and providers for children and 
pregnant women. 

Drs. Kugeue Lowil of the Center staff 
and Alan Monlieit of t!ie Agonc\ for 
Health Care Policy and Research provide 
significant new data and analyses on which 
to base estimates of the annual medical 
expenditures for children from concep- 
tion through IS years of age. including 
expenditures on prcguancv and delivery. 
This information is critical to making ef- 
fective health policx because financial in- 
formation about the health c are s\stoiu in 
general mav mask important considera- 
tions that are applicable to children in 
particular. 

The next three articles address the im- 
portant issue ol instil unco co\erago for 
children and pregnant women. John 
Sheils of Lcwin-ICF and Patrice Wolfe of 
MF.DST.YI Svsicnis provide a review of the 
current lolc of pri\ato health insurance, 
which is the prinian source ol coverage 
for most cliildren and pregnant women. 
Ian Hill of Health Svstenis Rosoarcli. Inc.. 
describes and analv/os the existing cover- 
age of children ancl pregnant women 



Ki 1 OW \% 1 1 C I C >% C <l I v . 1 1 1 1> i » lit * 'i i fir i murr 

oj Children deals primarily with the ways in 
which existing programs are working in 
regard to preventive, acute, and chronic- 
medical and surgical services for chil- 
dren, vouth. and pregnant women. 

A subsequent issue of the journal will 
be devoted eutireh to the system for pro- 
viding specialized mental health services 
to c hildren; therefore, this important and 
complex issue is not separately dealt with 
hero. (It has been estimated in a report 
prepared by the Institute of Medicine that 
at least \2 r l of children have a diagnos- 
able mental illness.-) The oral health of 
children is encompassed in a limited fash- 
ion within discussions of Medicaid, the 
Earh Periodic Screening, Diagnosis, and 
Treatment (F.PSDT) program, the Title V 
Maternal and Child Health Care Block 
Grant, and the article on expenditures for 
children's health c are. 

Dr. Barbara Starfield. a pediatrician 
who heads the Di\ision of Health Policv 
and Management at Johns Hopkins t'ni- 
versiiv, desc ribes the health status of chil- 
dren from several points of \iew. She 
notes important distinc tions from meas- 
ures ol adult health and suggests new wa\s 
of viewing child health. 

Drs. Racine. Jo\cc. and Giossman of 
the National Bureau of Kcouotnic 
Research foc us attention on the effec tiw- 
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mirier Medicaid and other government 
programs. Drs. Alan Monheit and Peter 
Cunningham of* the Agency for Health 
Care Policy and Research present new 
information about children who do not 
have private or public insurance and the 
implications of various strategies rhat 
might he implemented to deal with this 
problem. 

Finally, Dr. Lorraine Klerman of the 
University of Alabama discusses the non fi- 
nancial barriers that may prevent families 
of children and pregnant women from 



obtaining medical care. This issue needs 
to be addressed if reform of the health 
care system is to achieve its goals. 

In addition to the foregoing articles, 
the Center staff provides an analysis of the 
major ssues involved in health care for 
children, youth, and pregnant women in 
the United States. This summary and the 
staffs recommendations arc based on a 
consideration of the views discussed bv the 
preceding authors, a reexamination of the 
literature, and conversations with leaders 
in various fields. 

Richard E. Behrnian, M.D. 
Editor 



1. National Research Council. Institute of Medicine. Including children and pregnant wmnen in 
health care rc/nrtn. Washington. DC: National Academy Press. 1992. 

2. I n sri U 1 1 e ol M e< 1 i me. first 'arch tm children and aduiewnts with nu>n ta heh a x >iora /. -nal dn vlofnnn } - 
ltd dtsotders: MohiirJnga national initiative. Washington. DC: National Acarieim Press. 19X9. 
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Recommendations 



The following arc the Center for the Future of Children staff 
recommendations for policy in response to inadequacies of the 
health care system for children and pregnant women in the United 
States, An Analysis discussing these recommendations follows. 

1. Develop and implement a system of financing for all effective 
health care services for children and pregnant women so that access will 
be assured regardless of income level, employment status of parent or 
guardian, or geographic location of child or pregnant woman. Covered 
services should include care for acute and chronic illnesses and prevention. 

2. Develop procedures to evaluate the effectiveness of health care 
services for children and pregnant women. Assessments should include 
patients' and parents 1 perceptions of health status as well as clinical 
outcomes. The evaluation process should be continuous and ongoing so 
that new services are assessed as they become available. Evaluation results 
should be used as a b^sis for reimbursement under any health care 
financing system. 

3. Replace incentives for technology-intensive, high-cost care 
with incentives to identify high-risk children and pregnant women and 
to provide risk-reducing interventions for them. Rechannel resources 
from wasteful, duplicative, and ineffective health services to provide 
care for underserved populations. 

1 Establish incentives to redress the imbalance between primary 
care providers and specialists. In addition, incentives should be established 
to redress the geographic maldistribution of pediatricians and obstetri- 
cians by altering relative rates of reimbursement to encourage migration 
of providers to underserved areas and to discourage their continued 
concentration in overserved areas. 

5. Develop and implement community-based programs for impor- 
tant health problems, such as environmental hazards, accident prevention, 
and safety, which can be best addressed by public action. 

6. Maintain and expand data collection efforts designed to monitor 
the health status and health care needs of children on a regular basis. 
Develop and apply new tools to measure children's health status. Shift 
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health status measures and objectives from mortality statistics, which 
provide 1 5 tile information about the health of most children, to reliable 
measures of morbidity, satisfaction, functional status, and quality of life . 

7. Develop active outreach ajid support programs to increase 
access to medical care for pregnant women who do not actively pursue 
it and for children whose parents do not otherwise seek care for them. 
Enhance the ability of pregnant women to seek care for themselves 
and the ability of parents to seek care for their children. 

8. Develop the capability of providers to deal effectively with a 
culturally diverse and multilingual patient population. Provide for 
translators and other intermediaries where possible or channel pa- 
tients to appropriate providers to assure that patient-pareiu-pfovider 
interactions are maximally effective. 

9. Reduce the fragmentation in the system and increase collabo- 
ration and coordination among providers and between the personal 
health care system and the public health system. Decrease dependence 
on categorical funding, and finance most special services through the 
same system used for routine care to assure greater stabilitv and 
unif ormity of service delivery in different communities and improved 
access as family situations change. 

10. Develop, maintain, and enhance provider arrangements 
which effectively meet the needs of underserved, high-risk, or special 
populations. Such entities should, however, be integrated into the 
mainstream health care system to allow for coordination of patient 
care, access to specialized services without duplication, adequate fund- 
ing, and flexibility to be responsive to changing circumstances. 



Analysis 



Americans are increasingly dissatisfied with their health care 
system and feel that it is in need of change. A summer 1991 Ims 
Angrh's Tinws-C»*\lh\p Poll indicated that 91% of respondents 
thought there was a health care crisis in the United Slates and 85% 
thought the health care system needed reform. 1 Of respondents in 
another 1991 poll, tvS% identified the high cost of care as the most 
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important health care issue facing the country, and 32% chose the 
problem of the uninsured as most important. 2 Recently, other polls have, 
for the first time, documented rising levels of dissatisfaction expressed 
by individuals with the health care received by their families and 
themselves, 3 

But what is happening to children as health care costs continue 
to escalate and access problems multiply? The evidence suggests that 
their health care is being adversely affected by the very same forces 
that are buffeting the entire U.S. health care system. For many, 
health care is excellent and health status is high; for many others, 
health care appears deficient and health status wanting. For all, 
health care is expensive, perhaps needlessly so, causing a shift of 
resources from other worthwhile pursuits, and health care is at times 
uncertain as dynamics in the private health insurance market make 
continued insurance coverage unpredictable. 

Because health plays such a pivotal role in the development and 
well-being of children, we believe that children and pregnant women 
cannot afford to wait while the health care crisis deepens to the point 
where reforms are unavoidable. Accordingly, this journal issue fo- 
cuses on the health care system for children and pregnant women in 
the United S ates because of the need to advance health care policy 
for children now. Each article in this issue addresses a specific 
component of the complex U.S. health care system for children. In 
this article, we synthesize the individual analyses and our own re- 
search to highlight the system's strengths and weaknesses and the 
interconnections among the various components of the system, and 
to assess the impact of forces at work in the system on the well-being 
of children. 

Assessing the role of the U.S. health care system in assuring and 
improving children's health is difficult because children's health re- 
sults from a complex interaction of health care, genetics, parental 
behavior, family and community environment, and individual behav- 
ior. Evaluation is further complicated because the resources devoted 
to health care for children and pregnant women are obtained at the 
expense of other desirable activities for this group or at the expense 
of other population groups. Nonetheless, we feel a health care system 
which is efficient and ensures access for all who need care at a price 
society can afford is a reasonable minimum goal for the nation. 4 This 
goal provides both criteria with which to review the current health care 
system for children and pregnant women and guidelines for poten- 
tial reforms. We begin by examining the relationship between 
health care and children's health. We then turn our attention to the 
issues of efficiency, access, and affordability. Throughout, our ob- 
jective is to help build a consensus for actions which will make the 
system more responsive to the needs of children and pregnant women. 



Analysis 
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Medical Care and 
Children's Health 

Tlie primary purpose of medical cart* is 
to preserve and improve health. 
Health, when perceived as "state of 
complete physical, mental, and social 
well-being and not merely the absence 
of disease or infirmity," 5 is clearlv desir- 
able in its own right. In addition, espe- 
cially for children, good health is 
essential for the multidimensional 
processes of growth and development. 
Indeed, children's health status is in 
part manifested in the process of their 
development. 

Children's health depends on a com- 
plex array of factors. Medical care is but 
one element of the matrix. Family, 
home, and community environments 
play major roles in determining chil- 
dren's health. Because adequate nutri- 
tion, safe environments, and healthv 
life-styles may be as important to chil- 
dren's health as timely access to appro- 
priate medical care, we begin this 
analysis with an overview of how these 
factors impact health through the devel- 
opmental stages of pregnancy and in- 
fancy, childhood, and adolescence. We 
then turn our attention to assessing how 
well the U.S. health care system is serving 
tht needs of children and preg- 
nant women. 

Pregnancy and Infancy 

Children's health status begins with the 
conditions from which children emerge. 
A child's genetic endowment and intrau- 
terine and neonatal environments are 
crucial determinants of health. Maternal 
health status, diet, and use of unheallh- 
f'ul substances such as tobacco, alcohol, 
and illegal drugs during pregnancy can 
all influence the health of the infant at 
birth and throughout childhood. Nega- 
tive influences in the prenatal environ- 
ment a/c expressed most dramatically in 
neonatal mortality and serious congeni- 
tal abnormalities and. less dramaticallv 
but more frequently, in infants born pre- 
term or with low or very low birth 
weights. Low birth weight babies are 
much more likely than heavier babies to 
die during infaiiev. to experience 
chronic health conditions, and to en- 
counter problems in school. 



Childhood 

Even during childhood, health status 
may depend more on parental and com- 
munity factors than on health care. 
Parents' responsibilities include encour- 
aging healthy life-styles, assuring a safe 
home environment, and seeking neces- 
sary medical services. Parental behavior 
has an important impact not only on the 
mental and emotional health and devel- 
opment of children, but as in the case of 
parental cigarette smoking for example, 
on their physical health as well. 

In juries are today the major cause of 
mortality, morbidity, and disability in 
children. In addition to accidental inju- 
ries, child deaths from homicide are in- 
creasing, and intentional violence is an 
important threat to health in many com- 
munities. Medical care has an important 
role to play in treating the trauma caused 
by accidents and violence, but injury pre- 
vention remains primarily in the purview 
of the family and the community. Pro- 
tecting children from exposure to lead 
and other environmental toxins and 
dangerous physical environments, pro- 
viding safe toys, using car seats and 
smoke detectors, and not leaving chil- 
dren unattended are all important 
health promoting and sustaining activi- 
ties which rest largely within the familv. 
Community activities which create safe 
environments and protect children from 
violence inside and outside their homes 
also contribute to children's health. 

Adolescence 

Behavioral and environmental factors 
similar to those that affect the health of 
children also play a major role in deter- 
mining the health of adolescents. In ado- 
lescence, however, responsibility for 
behavior and health increasingly shifts 
from parents to the teenager. In part 
because of high-risk behaviors engaged in 
by some adolescents and the hazardous 
environments they mav inhabit, the 10- to 
1 0-year-old age group is the only segment 
of the U.S. population in which mortality 
rates have not declined substantially over 
the past 20 years. Unsafe driving, smok- 
ing, alcohol and drug a'uise, premature 
and unprotected sexual activity, and vio- 
lent, delinquent behavior all take their 
toll. These behaviors cannot be addressed 
solelv or sufficiently !>\ the health 
care system. 
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RECOMMENDATION: Implement 
community programs to address 
important health problems that can be 
most effectively addressed by public 
action. 



Our Frame of Reference 

To those* who view health comprehensively 
as a state of. "complete well-being." mak- 
ing distinctions among the health-enhanc- 
ing roles plavcd h\ the health care system, 
the family, and the community may strike 
a false *rd. Indeed, we would agree that 
the public health community has played 
and should continue to play important 
roles in educating parents in ways to pro- 
mote the health of children, in discourag- 
ing unhealthy behaviors, and in 
promoting safe communities. These ef- 
forts are to be encouraged and supported. 
Some societal problems such as poverty 
inav be too substantial and intractable for 
the public health community to address 
effectively and will require more broad- 
based action. 

I'llimatelv. howe\er. .uiv analysis of 
the health care svsteni reflects explicit 
decisions regarding what behaviors and 
environmental conditions are the respon- 
sibility of the system and what are beyond 
the system's borders. In this analysis we 
locus on the traditional medical care 
svsteni. We believe that what most people 
want first from a health care svsteni is 
prompt and effective treatment of illness 
and trauma. Specific services that are 
touched on in this context include diag- 
nosis and treatment of illness: ameliora- 
tion of svmptoms to improve the quality 
of life; prognostic services to facilitate 
planning and coordination of medical 
and nonmedic al services; and prevention 
of certain illnesses through early intei- 
vention and immunizations. We recog- 
nize that even when narrowly defined, 
health care can provide main other serv- 
ices such as comfort, reassurance, and 
guidance that are highh \alued b\ patents 
and children. We recognize, too. that ul- 
timately am answer to questions about 
how well a health care svstcm is serving 
the needs of children reflects individual 
preferences. In the absence of agree- 
ments on how to measure preferences 
and to distinguish the preferences of par- 
ents fioin those of children, we. like most 



others, rely on objective measures of 
health status in performing our analysis. 

Efficiency 

(liven Americans' concern over the high 
cost of health care, it is reasonable to ask 
if the system is efficient. Efficiency is a 
desirable characteristic of a health care 
system because, in a world where resources 
are scarce and wants are not. an efficient 
system will produce a desired level of 
health with a minimum of waste, expense, 
or unnecessary effort. As compared with 
an inefficient health care svsteni. an effi- 
cient system will release resources to satisfy 
other wants or to produce a higher level of 
health for a given expenditure. 

Determining the efficiency of the U.S. 
health care system for pregnant women 
and children requires accurate measure- 
ment of both the value of resources enter- 
ing the system and the value of outcomes 
attributable to the svsteni. Expenditures 
on inputs — doctors' time and expertise, 
hospital care, drugs, tests and x-rays — can 
be used as a measure of the value of re- 
sources going into our health care system. 
B\ this measure, the I'.S. health care 
svsteni is the most expensive in the world. 
It is estimated that we will spend $3.0ii7pcr 
person on health care in 1992/' one third 
more than Canada, the country widi the 
second-highest rate of expenditure on 
health care in the world." Although data 
do not exist from other countries to com- 
pare with I'.S. data about expenditures on 
health care for pregnant women and chil- 
dren, there is reason to believe that our 
expenditures for these population groups 
mas also be the highest in the world. I'.S. 
expenditures on health care for children 
and pregnant women totaled $(i7.1 billion 
in I IKS?, (See the article by Lewit and Mo il- 
licit in tnis journal issue.) 

Moreover, expenditures on children 
and pregnant women have been growing 
rapidly. Lewit and Monheit find that, even 
after adjustments for inflation, aggregate 
expenditures on health care for children 
ncarh doubled between 1977 and 19K7. 
Their analysis suggests that expenditures 
on obstetrical care for pregnant women 
were also increasing rapidlv during this 
period. If we are concerned about effi- 
ciency, it is not unreasonable to ask 
whether the inc lease in resources devoted 
to health caie has resulted in a commen- 
surate improvement in the health of preg- 
nant women and children. 



Measuring Outcomes 

The measurement of outcomes is vital to 
assessing the efficiency of the health care 
system. However, measuring children's 
health status is a complex undertaking. 
The complexity derives in part from the 
facts that children are generally per- 
ceived as healthy and that they experi- 
ence low mortality rates. When deaths 
occur at the rate of less than 5 per 
10,000, as they do for children 1 to 14 
years old, it is unreasonable to view death 
rates as useful measures of the health 
status of the 99.95% of children who 
survive. 8 Even among infants, death is 
also an infrequent event, so the infant 
mortality rate may not he a reliable guide 
to the health of the overwhelming ma- 
jority of infants who survive. 

Star fie Id's review in this issue of the 
various measures of health status con- 
firms that it is easier to catalog and count 
specific diseases than it is to measure 
"health." In fact, the key to adequately 
accessing the health care system may be 
to develop a set of fairly comprehensive 
measures which capture the severity, va- 
riety, co-occurrence, and recurrence or 
persistence over time of children's 
health problems. Such health status 
measures are crucial for identifying 
problem areas that need attention and 
successes that may provide models for 
subsequent remedial activities. 

Outcome measures also need to 
capture the distribution of health prob- 
lems in the population and the severity of 
illness. Health problems are not evenly 
distributed in the population. Children 
living in extreme poverty and children 
with severe chronic illness have a rela- 
tively high likelihood of experiencing a 
variety of health problems which call for 
a medical care response. (See the articles 
by Starfield and by Perrin, Oliver, and 
Lawrence in this journal issue.) Identifi- 
cation of these children is necessary if 
i heir needs are to be addressed. Recogni- 
tion of the multiplicity of their needs is 
necessary if treatment is to be successful. 
Severity of illness is an important charac- 
teristic of health status that may be diffi- 
cult to reflect in overall health status 
measures. Fortunately, serious health 
problems among children are relatively 
rare; but when they do occur, they have a 
significant impact on the child and his 
family, and ihev offer a challenge to the 
health care svsteni. 



RECOMMENDATION: Develop 
new tools to measure children's health 
status and expand data collection to 
regularly monitor the health status and 
health care needs of children. 



Although it may be difficult to reach 
consensus on a single set of indicators to 
measure children's health status. 
American children are on average 
healthy.-* Nonetheless, on some key 
health indices, children's health status 
does not appear in line with expenditure 
levels and may actually be declining de- 
spite rising expenditures. 

Infant Mortality 

Although infant mortality continues to 
decline, the rate of decline in infant mor- 
tality in the United States has slowed over 
the past decade. In 1991, the U.S. infant 
mortality rate of 8.9 deaths per 1 ,000 births 
was higher than infant mortality rates in 22 
other industrialized nations. 20 In addition, 
infant mortality rates for blacks and certain 
other minority population groups are con- 
sistently considerably higher than the rate 
for the population as a whole. (See the 
article by Racine, Joyce, and Grossman in 
this journal issue.) 

Low Birth Weight 

Birth weight is a key indicator of the 
health of newborn infants. Low birth 
weight babies (those weighing less than 
bVi pounds) are much more likely than 
other babies to die during their first year 
of life and to suffer from long- and short- 
term disabilities. Approximately 7% of 
babies in the United States are born at low- 
birth weight. This rate, which has not 
changed in the past decade, is higher than 
the rate in 30 other countries. The rate for 
black infants, which is almost twice the 
rate for white infants, has actually in- 
creased in recent years. 10 

Preventable Diseases 

Many of childhood s communicable dis- 
eases can be prevented with routine im- 
munizations. Yet immunization rates for 
preschool children in the United States 
are low, and the country has experienced 
measles outbreaks in main cities in recent 
years. Although these diseases are fre- 
quently not serious, deaths and signifi- 
cant neurologic morbidity have resulted 
from these outbreaks. Moreover, failure 
to protect children from the risk of mor- 
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biditv and possibly serious illness at rea- 
sonable cost is further evidence of inef fi- 
ciency in the health care system for 
children. 1 1 

Chronic and Disabling Conditions 

At least 15% of children are affected by 
chronic and disabling conditions includ- 
ing mental and nervous distnclers which 
limit normal childhood activities. 1 '- Some 
of these conditions may have been easily 
prevented or substantially ameliorated by 
timelv health care and reductions in envi- 
ronmental risks. For other conditions, 
prevention mav be extremely difficult or 
impossible given the current state of 
knowledge. All of these children could 
benefit from effective health care. As Per- 
rin. Guver, and Lawrence note, providing 
care efficiently for these cliiklren has be- 
come a major challenge to the health 
care system. 

Improving Efficiency 

The evidence suggests that the health care 
svsteni is not functioning efficiently for 
children: costs are high and rising, and 
health indices are disappointing. Improv- 
ing the system's efficiency begins with the 
identification of health care services that 
have been reasonably well demonstrated to 
provide significant net benefits for patients 
with specific clinical conditions. Then 
choices have to be made between alterna- 
tive approaches to clinical problems and 
incentives established to assure that waste- 
ful practices are avoided while effective 
care is encouraged. There is reason to be- 
lieve that efficiency could be substantially 
increased if these three steps were followed 
in the deliver) of acute and preventive care 
for child ten, and of prenatal care. 

Acute Care 

Because of fin >nc ial and noufinancial bar- 
riers, many children do not receive* timely 
acute care. Although most childhood ill- 
nesses will improve whether they are 
treated or not, delays in obtaining effec live 
care can sometimes lead to extended peri- 
ods of morbidity and discomfort and to 
more serious illnesses or disability. Limi- 
tations on access to appropriate acute care 
are more likely to occur among low-income 
children who may be at increased risk (or a 
number of health problems. These are the 
very children for whom timely care might 
be most effective. Ultimately, most chil- 
dren will receive care for serious illness. By 
then, their overall health and development 
mav have been compromised and the care 



may Ix* more costlv than it would have been 
if die disease had been treated earlier. 

Although much attention has been fo- 
cused on the health problems resulting 
from imder-ireainient of illness in chil- 
dren with limited access to health care J - 
less attention has been focused on over- or 
inappropriate treatment. Mi, there is evi- 
dence to suggest that the unnecessai y and 
inappropriate treatment, which is a seri- 
ous source of inefficiency in the U.S. 
health care svstem as a whole, af fects chil- 
dren also. For example, until recently ton- 
sillectomy on children was the most 
frequently performed surgical procedure 
in the United Stales, although it is now 
agreed that these operations are rarelv of 
value. 14 Similarly, the use of antibiotics to 
treat common upper respiratory infec- 
tions of viral etiology and decongestants to 
treat otitis media are common practices, 
but of doubtful efficacv. l ) 



RECOMMENDATION: Evaluate the 
effectiveness of health care services 
and use the assessments as the basis 
for reimbursement. 



Preventive Care 

In the area of preventive care, the Office 
of Technology Assessment ((VIA) has 
queslione-' whether the protocol lor well- 
child care recommended bv the 
American Academy of Pediatrics (AAP) 
and prac ticed by many physicians has a 
positive effect on children's health.'* Im- 
munizations for a number of childhood 
illnesses, however, are not only effec tive 
but appear to he cost-saving as well. Ac- 
cordingly, it has been recommended that 
in otherwise healthy children, well-child 
v isits be limited to those necessarv to cam 
out the required number of immuniza- 
tions and limed to coincide with the im- 
m unization schedule. The resources 
freed up bv reducing the visit schedule 
could be reallocated to increase the like- 
lihood that children receive immuniza- 
tions and other effective health services, 
and to offer a more intensive, nontiadi- 
tional set of services for high-risk chil- 
dren. 1 ^ Currently. If>() experts from 
various disciplines are developing Na- 
tional Guidelines for I lealllf Supervision 
for Infants. Children and Adolescents as 
part of the Bright Futures project. They 
will address the issue of the appropriate 
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periodicih of well-child \isits bv Urst look- 
ing ;u content and the need to fashion 
< aic to the circumstances of "different chil- 
dren, kfttcicnev mav he ini|>roved if in- 
centives can also he developed to target 
services to appropriate populations. 

Exposure to ineffective acute or pre- 
ventive care tan cause discomfort, and 
places children at risk of treatment- 
induced illness. It also wastes resources. 
Moreover, the financial incentives that 
reward incffccti\c medical care divert re- 
sources from the provision of ncccssarv 
care to need\ children. The nation t an- 
not afford to waste medical care re- 
sources when mam children are not 
receiving basic effec tive ser\ices such as 
timely acute care and immuni/.aiions. Ef- 
forts should he directed at evaluating the 
content of health care for children with 
the objective of identifying effective 
health care services. Incentives should 
he established to encourage a shift in 
resources from the provision of ineffec- 
tive care to the provision of effective 
s Tviccs to children in need. 



RECOMMENDATION: Replace 
incentives for high-cost and 
ineffective care with incentives to 
rechannel resources to high-risk, 
underserved populations. 



Nor should efforts to increase effi- 
ciency bo limited to an attack on ineffective 
interventions. Attention should also focus 
on alternative wavs to produce and deliver 
care. Increased utilization of paraprofc*- 
sionals and alternative wavs of orgaui/ing 
service deliverv, as in coinmunitv health 
(enters, nun cfficicntlv enhance ser\ ice de- 
livery and health le\els. (See the artic le by 
Period" in this journal issue.} Similarly or- 
ganizing networks of providers capable of 
delivering health care at different levels of 
technological sophistication, as in peri- 
natal referral networks and c hronic care 
hierarchies, holds out the promise of c on- 
straining the duplication of the \erv costlv 
high technology services whic h are the 
hallmaik of the l\S. health utrc system, 
while facilitating acc essjojhese cutting- 
edge technologies for those children who 
need them. (See the articles bv Pcrloff; 
Racine, |o\c e. and (nossman: and Perrin. 
(iiner. and Lawrence in this journal issue.) 



Prenatal Care 

Early and comprehensive prenatal care 
for pregnant women has been identified 
as an effective intervention to improve 
both maternal and infant health. Vet. 
despite the recent attention focused on 
prenatal care bv policymakers and the 
maternal and child health community, 
in HUH), 1 in 4 American infants was horn 
to a mother who did not receive earlv 
prenatal care, and since the mid-1980s, 
the proportion of expectant mothers 
who receive early prenatal care has de- 
clined somewhat. 10 

While the I'nitcd States was making 
little progress expanding utilization of 
prenatal care services in the late 1980s, 
the number of high- risk pregnane ies was 
inc reasing. The number of children 
born to families with incomes below 
lS.V'c of the federal poverty level — 
which is $1 1,570 for a family of three — 
increased to almost ^ million infants per 
Near, 50* r of all births. In addition, the 
percentage of births to unwed and teen- 
age mothers has heen increasing (see 
the Child Indicators section). Both 
groups tend to receive less prenatal care 
and are at increased risk of delivering 
low birth weight infants. 



RECOMMENDATION: Provide 
outreach and support for otherwise 
underserved pregnant women, 
parents, and children. 



It may be time for a serious reevalu- 
ation of l.S. policy on pregnancy and 
birth outcomes. Slow* but sleadv progress 
in reducing t he l .S. infant mortalitv rate 
in the face of constant or slighth increas- 
ing rates of low birth weight births has 
been achieved bv apphing increasingly 
sophisticated and technologiealh ad- 
vanced therapies to high-risk infants. As 
a result, l .S. niorlalitv rates for low birth 
weight babies are the lowest in the world. 
We pav. however, a high cost for this 
technologic ally intensive approach to in- 
fant health. Low weight babies who ac- 
count for l r < of all births consume 
almost iW( of the health care costs of all 
newborns.^ 0 In addition, man v will re- 
quire costly medical, educational, and 
other special stippoit services for mam 
\ears after their initial hospitalization. 
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Since the incidence of low birth 
weight may be reduced by comprehen- 
sive prenatal care and other support 
services, the failure of the U.S. health 
care system to deliver this care to a sub- 
stantial segment of the population of 
pregnant women is a significant source 
of inefficiency in the system. Because of 
financial and other barriers, many high- 
risk mothers have little or no prenatal 
care. Their babies, however, receive ex- 
pensive and very technologically sophis- 
ticated care once they are admitted to a 
neonatal intensive care unit (NICU). 
There is also reason to believe that the 
prenatal care received by many low-risk 
women, who primarily just need watch- 
ing and guidance, can be unnecessarily 
invasive and expensive. 17 The high fre- 
quency of use of expensive procedures 
such as ultrasound, electronic fetal 
monitoring, and cesarean delivery in 
low-risk women may be a waste of re- 
sources, particularly when evidence sug- 
gests that use of these interventions may 
be as much a function of financial incen- 
tives as clinical necessity. 18 

It may be time to rethink the delivery 
of pre- and perinatal care. Population- 
based clinical protocols could be devel- 
oped to provide for a reasonable, 
cost-effective standard of care for all preg- 
nant women. 17 The content of prenatal 
care should be examined to identify" the 
specific components that work and the 
populations for which they are effective. 
Research emphasis should be shifted away 
froni advancing the frontiers of survivabil- 
ity in the NICU to developing innovative 
programs, such as active case manage- 
ment, to reach and effectively care for 
high-risk women. Because whether or not 
a baby is wanted is an important factor in 
pregnancy outcomes and child health, 
family planning and preconception care 
should also be encouraged. 

Access 

The problems caused by restrictions on 
the access of children and pregnant 
women to needed medical care services 
are growing and attracting more atten- 
tion. For many, the problem of access is 
defined by a growing pool of individuals 
without health insurance or with inade- 
quate coverage in an environment of ris- 
ing health care costs. It appears that the 
declining rate of health insurance cover- 
age is itself a product of the rapid increase 



in health care costs. In addition, however, 
there are a number of important non fi- 
nancial barriers which seriously limit the 
access of children and pregnant women 
to health care. Efforts will need to be 
made to reduce these nonfinancial harri- 
ers if the health care system is to success- 
fully address the needs of children. 

The Lack of Health Insurance 

Because it reduces the out-of-pocket costs 
of health care at the time when services 
are received, health insurance, both pri- 
vate and public, plays a crucial role in 
facilitating access to health care services. 
Depending on the breadth of ser vic es cov- 
ered, health insurance may enhance use 
of prenatal care, may improve pregnancy 
outcomes and infant health and, as a re- 
sult, have a beneficial impact on the entire 
range of child health and development. 
Consequently, concern over children's 
health engenders a focus on disparities in 
health insurance coverage for children 
and pregnant women. 

Because health insurance can play 
such an important role in children's 
health, it is disheartening to note that 
over 8 million children under the age of 
18 years and 9% of pregnant women 
(433.000) were without health insurance 
in 1991. 12 These numbers reflect a more 
than decade-long falling trend in the per- 
cent of children covered by private, 
largely employment-related coverage. 
Moreover, these numbers understate the 
total number of children uninsured at 
some time during a year. Almost 1 in I 
children (23%) were without health in- 
surance at some time in 1987. (See the 
article by Monheit and Cunningham in 
this journal issue.) 

Monheit and Cunningham document 
that compared to children with either pri- 
vate or public insurance, uninsured chil- 
dren are less likely to have a usual source 
of care and have fewer physician visiis for 
particular acute illnesses. Uninsured chil- 
dren are also less likely to be adequately 
immunized than children with health in- 
surance. Others have documented the re- 
lationship between inadequate insurance 
coverage and inadequate prenatal n.re.1*' 
Moreover, the increased use of expensive 
inpatient hospital care by uninsured chil- 
dren appears to be. in part, a consequence 
of delavs in obtaining effective 
acute care. 1 * 

Overall, the impact of a large popula- 
tion of children and pregnant women 
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without health insurance is multifaceied. 
Children suffer increased incidence of ill- 
ness, morbidity, and perhaps death 
because access to care is constrained. 
Families suffer because of uncertainty 
about their ability to obtain timely care for 
their children and because of the substan- 
tial burden of paying for care for a seri- 
ously ill child represents. Moreover, the 
burden on society is substantial; ulti- 
mately, society absorbs the costs of medi- 
cal care for uninsurcu pregnant women 
and children who cannot pay for their 
own care. This burden is greater than it 
need be if the uninsured are more costlv 
to care for because of reduced access to 
timely care. Added to the financial bur- 
den of providing care for the uninsured 
are the costs of increased morbidity and 
reduced potential among those in poor 
health. The facts argue strongly for action 
to expand financial access to basic effec- 
tive health care services for all children 
and pregnant women. 



RECOMMENDATION: Implement a 
system of financing to pay for all 
effective health care services for 
pregnant women and children, 
regardless of income, employment 
status, or location. 



Medicaid 

Recognition of the vulnerable health 
atus of children and pregnant women 
end of the importance of prenatal care 
and children's health care were (as dis- 
cussed by Hill in this journal issue) impor- 
tant elements in the decisions to expand 
Medicaid coverage for pregnant women 
and children in the 1980s. Several states 
have also extended health insurance cov- 
erage to uninsured children who do not 
qualify for Medicaid. 

Enacted in 1965 by the federal govern- 
ment but administered by the individual 
states with some federal funding. Medicaid 
lias been called this nation's health care 
safety net. Unfortunately, Medicaid's com- 
plexity and variability from state to state in 
coverage options and eligibility criteria 
have resulted in many inequities and in- 
consistencies regarding who is served and 
the services to which they are entitled. As a 
result of a series of federal Iv mandated 
Medicaid expansions, states are now re- 



quired to cover all pregnant women and 
children 0 to 6 years old in families with 
incomes tip to 133% of the federal povcrtv 
level. In addition, states may expand cover- 
age for this group to include those with 
incomes up to 185% of the poverty level. 
States are also required to phase in cover- 
age for children 6 to 19 years old in families 
with incomes up to 100% of the poverty 
level so that all children in this category are 
covered by 2002. Although these expanded 
eligibility criteria may add millions of chil- 
dren to the Medicaid program nationwide, 
many children will remain uninsured, and 
poor children 10 years of age and older 
today will never be insured under the 10- 
year phase-in because they will alwavs Ix* 
older than the advancing age cutoff point. 
Clearly, although the recent expansions of 
Medicaid eligibility criteria are to be ap- 
plauded, they still fall far short of assuring 
access to health care for all children. 

Because so many children remain un- 
insured despite recent Medicaid expan- 
sions, at least six states have developed 
programs using their own funds to provide 
healthcare coverage for children ineligible 
for Medicaid. ^° Minnesota, tli rough its 
Children's Health Plan, created an insur- 
ance program for children up to age 18 in 
families with incomes at or below 185% of 
poverty. For a nominal annual premium of 
§25 per child, the plan covers primary and 
outpatient medical services, dental serv- 
ices, prescription drugs, and limited men- 
tal health services. Inpatient hospital care, 
however, is not covered, an important limi- 
tation. In January 1992, almost 25,000 chil- 
dren were covered by the plan which is 
financed by general state revenues in addi- 
tion to the premiums 21 

Although there have been no formal 
evaluations of tht Minnesota program, the 
state has expanded the concept into a gen- 
eral health plan. Health Right, which will 
be phased in over se > r eral years. It will offer 
coverage for inpatient hospital care and 
expand eligibility criteria to include chil- 
dren and adttlts in families with incomes 
up to 275% of the poverty level The ex- 
panded plan will be financed in part by 
premiums graduated according to income 
level and tailored to the benefit package. 

We have previously suggested an incre- 
mental approach to universal health insur- 
ance coverage for children and pregnant 
women. ^ Minnesota\s incremental ap- 
proach of expanding the breadth of serv- 
ices covered, extending coverage to larger 

t ^ 
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groups of uninsured populations, and re- 
iving on a mix of financing mechanisms is 
an example of how such a strategy might 
operate. Minnesota's experience is cer- 
tainly worthy of further study to evaluate 
how well the plan is serving the needs of 
its targeted population and to identify fea- 
tures of the plan which facilitated its im- 
plementation and function. Ultimately, 
the approach may serve as a model to 
other states and even the federal govern- 
ment for tackling the problems of unin- 
sured children. 

Programmatic Barriers to Access 

Uick of private health insurance and ineli- 
gibility for Medicaid coverage are not the 
onlv financial barriers pregnant women 
and children face in gaining access to 
medical care. Particularly with regard to 
Medicaid, utilization of health care has 
been limited by programmatic and admin- 
istrative complexities and low provider re- 
imbursement rates. Recently, private 
insurers have increasingly invoked admin- 
istrative controls to limit utilization and 
costs. (See the article by Sheils and Wolfe 
in this journal issue.) 

1 (ill. in this issue, provides a catalog of 
Medicaid policies and procedures that ef- 
fect ivelv reduce ac< ess to care for children 
and pregnant women, and a description of 
the actions many states have taken recently 
to reduce these administrative barriers. 
Although the jury is still out regarding how 
effective these reforms will be and whether 
or not all states will participate in the move- 
ment to expand access, these changes are 
a long time in coming and should be en- 
couraged. Facilitating enrollment in Medi- 
caid is particularly important for pregnant 
women because delav in establishing eligi- 
bility can thwart and discourage pregnant 
women who are attempting to receive care 
early in pregnancy. 

Some state Medicaid programs are 
also engaging in active outreach, case- 
finding, and public education activities. 
Although these initiatives are also largely 
unevaluated, available in limited areas, 
and even experimental, the\ hold out 
promise not only for enhancing access to 
prenatal care but also for facilitating 
utilization of the health ( are system and 
improving the health-related practices 
of targeted populations. The potential 
favorable fallout from these efforts for 
the long-term health of the children of 
mothers exposed to these programs war- 
rants further investigation. 



Unfortunately, as Hill notes, the laws 
that expanded coverage for poor moth- 
ers and their children have not stimu- 
lated activities to enroll children 
commensurate with the activities di- 
rected toward pregnant women. For ex- 
ample, the Early Periodic Screening. 
Diagnostic, and Treatment (EPSDT) 
program, a part of Medicaid for more 
than 20 vears, could have a substantial 
impact on the health of poor children. 
Yet, EPSDT services are used by only a 
minority of eligible children. Effective 
use of these and other services requires 
outreach, marketing, and public infor- 
mation campaigns designed to make 
families aware of the availability and util- 
ity of these services and of eligibility cri- 
teria so that children are enrolled in a 
simple and timelv manner. Most states 
have yet to make programmatic adjust- 
ments to enhance access for children 
eligible for Medicaid benefits. 

Lack of Providers 

Perhaps the most pervasive obstacle to 
health care access for both pregnant 
wonu n and children on Medicaid is inade- 
quate provider participation in Medicaid 
and inadequate supply of providers in 
neighborhoods where poor families live. 
Low reimbursement rates and administra- 
tive and programmatic complexities which 
make obtaining reimbursement costly and 
problematic have resulted in low and de- 
clining rates of participation in Medicaid 
programs bv obstetrical care providers and 
pediatricians. Rising concerns about mal- 
practice sit as are also cited as discouraging 
obstetricians from treating low-income 
women at risk for poor pregnancy out- 
comes. Apparently, physicians feel the low 
Medicaid fees are not commensurate with 
the increased intensity of care necessary to 
treat at-risk women or with the risk of a 
lawsuit because of a bad outcome.-^ Efforts 
to increase access for children and preg- 
nant women by expanding Medicaid and 
other insurance programs may be compro- 
mised if the pool of providers available to 
accept enrollees in these programs is 
shrinking as enrollment is expanding. 

Janet Perlol'f. in this journal issue, ana- 
lyzes the dilemma wrought of more than 23 
vears of health manpower policy in this 
countr\; a generous supply of physicians 
has developed, but the resulting geo- 
graphic distribution of pediatricians does 
not match that of l\S. c hildren. Asa result, 
although excellent access to health care is 
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experienced bv many children, the in- 
crease hi thesupplv of pediatricians has not 
improved acc ess for the undcrst i ved Medi- 
caid population, the poor in inner cities, 
and children in rural areas. 

I lospita! emergency rooms, outpatient 
departments, and health centers plav an 
important role in providing hoth primary 
acui.e care and preventive rate for many 
children, and help offset some of the dis- 
parities in the distribution of phvsicians. 
However, dependence on some of these 
facilities for care by the uninsured, minori- 
ties, and those who live in underserved 
communities has long been regarded as 
one of the shortcomings of the l .S. health 
care s\stem serving children, ('are in some 
of these settings is frequently unnecessarily 
expensive and does not provide the conti- 
nuilv and comprehensiveness of care that 
developing children require.- * Facilitating 
access of currently underserved children 
to more effective modes of primary care 
could improve their health status, perhaps 
at little or no increase in cost. 

Pcrloff provides several suggestions to 
improve access: (1) bolster the supply of 
family phvsicians; (2) lessen medical pro- 
fessional liability problems for maternity 
care providers: (3) support the National 
I leaHh Service Corps to provide phvsicians 
to i ui< lei served rural and urban areas; and 
( \) continue efforts to increase physician 
participation in serving Medicaid-cligihlc 
women and childre n. T hese recommenda- 
tions could have a salutary effect on the 
barriers to access laced bv some. Thcv do 
not, however, address the issue of rising 
health t are costs or provide a lasting solu- 
tion to the failure of health manpower 
policy to improve access for traditionally 
underserved populations. 

Manpower Policy 

l\S. manpower policy has focused on in- 
creasing the supply of providers with the* 
goal that eventually access for the under- 
served would improve. However, many of 
the additional providers wind up practic- 
ing in areas that were already well-served 
bv the existing provider pool. This leads to 
a rapid escalation of costs, little improve- 
ment in access for the underserved. and a 
widening gulf between the level of services 
jeeeived bv those with access to care and 
those without. For example. Monheit and 
Cunningham report that the gap between 
the amount of ambulatory care services 
received bv insured and uninsured chil- 
dren widened between 1977 and 1 987. Per- 



haps more telling is the fact that pediatri- 
cians' and obstetricians* income rose stead- 
ily during the past decade despite an 
increase in the proportion of the popula- 
tion without health insurance, a decrease 
in physician participation in the Medicaid 
program, and a substantial increase in the 
physician-to-population ratio.- 1 These 
data suggest that the increase in the num- 
ber of practicing physicians during the past 
decade was lai-gcly absorbed in prov iding 
more services at higher fees to that substan- 
tial segment of the population that enjov s 
excellent access to health care. 



RECOMMENDATION: Establish 
incentives to redress the geographic 
maldistribution of phvsicians and the 
imbalance between primary care 
providers and specialists. 



It is time to establish incentives to re- 
dress the geographic maldistribution of 
providers, especially in urban areas. Rela- 
tive rates of reimbursement should be al- 
tered to encourage providers to locate in 
underserved areas and to discourage their 
continued concentration in overserved ar- 
eas. In addition, the use of reimbursement 
incentives to redress the imbalance 
between the number of primary care 
providers and the number of specialists 
should also be explored. Current attempts 
to revise the physician f>»e schedule under 
Medicare and the eff orts of some states to 
increase participation in Medicaid bv rais- 
ing fees mav provide some guidance for a 
revised manpower policy. Ultimately, poli- 
cies that effectively address the persistent 
problems of the maldistribution of medical 
manpower mav not onlv increase access, 
but also improve health status, increase 
efficiency, and moderate the inc rease in 
costs bv shifting expensive resource's into 
more produc tive employment. 

Special Providers for Special 
Populations 

In the absence of an effective, uniform 
polic y to assure access for all to needed 
health c are services, programs have been 
developed to meet the identified needs of 
special populations. These include local 
health department clinics and oth.r am- 
bulatory care facilities receiving a combi- 
nation of federal, state, and sometimes 
local funds to deliver principally preven- 
tive care (immunizations, well-child and 
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prenatal care) in a limited number of com- 
munities. Unfortunately, these clinics are 
frequently overburdened and in short sup- 
ply, effectively limiting access for the popu- 
lations they are intended to serve. 

Community health centers and mi- 
grant health centers, supported by gov- 
ernment and oilier sources of funds, also 
provide comprehensive primary and 
preventive care to people in medically 
underserved areas. Their focus has been 
on reducing infant mortality and child- 
hood disease and disability. It has been 
estimated, .howevr, that the number of 
centers docs no* begin to match the 
need for their services, and many have 
called for a substantial increase in fund- 
ing to support the expansion of existing 
centers and to build many new ones. 1 - 

Few doubt that existing centers play 
an important role in providing care to 
otherwise underserved populations. 
There has been v however, some reluc- 
tance to expand them because of con- 
cern that a major expansion will create a 
"two-tiered system"" of health care, that it 
mav be difficult to sustain adequate po- 
litical support for health care institu- 
tions tliat cater exclusivelv to the poor, 
and that creation of special programs for 
special populations may frustrate at- 
tempts to solve tlie larger problems of 
the entire health care system. Recent 
changes in federal Medicaid laws may 
provide a reasonable compromise 
toward preserving the special service fea- 
tures of cominunitv health centers and 
other "look-alike" federally qualified 
health tenters. New regulations require 
that state Medicaid programs reimburse 
these providers on the basis of 100% of 
their costs of providing care. Health cen- 
ters have historically relied heavily on 
grants for their funding: however, if they 
can successfully switch to Medicaid and 
other third-party payers for financing, 
thev mav be able to tap a reliable source 
of funds for operating costs and to lay 
the groundwork for potential expansion. 

Ultimately, given adequate financial 
support, centers may emerge as accepted 
mainstream providers of health care in 
their communities. From a ft aiding per- 
spective, they mav become indistinguish- 
able from other providers: and because of 
full cost reimbursement, they should be 
able to offer an enhanced package of serv- 
ices tailored to the needs of the communi- 
ties thev serve. 



RECOMMENDATION: Develop and 
support provider arrangements which 
meet the needs of special populations 
but integrate them into the 
mainstream health care system. 



Children with Special Health Care 
Needs 

Although most children are basically 
healthy, approximately 2 million have 
severe conditions that require extensive 
health services. Per r in, Guyer, and 
Lawrence note that, largely as a result of 
the dramatic shift in medical technology 
during the past quarter century, at least 
90% of children with severe long-term ill- 
ness survive to early adulthood. These re- 
markable survival rates, themselves 
evidence of some of the important techno- 
logical successes of U.S. health care, create 
imperatives for improving the quality of 
life of these children and preparing them 
to become productive adults. 

Vet, not onlv is the care that keeps these 
children alive expensive, it is also fre- 
quently difficult to coordinate and man- 
age effectively. These children may 
require highly specialized care which is 
now available in many urban areas 
through children's hospitals and major 
teaching hospitals. Access to these special- 
ized services, however, may be problem- 
atic for mam children in rural areas, 
where the demand is insufficient to sup- 
port a variety of specialized providers. In 
addition, because chronically ill children 
have multiple health care needs, they tend 
to utilize multiple providers. Collabora- 
tion and coordination among providers is 
often lacking; and because of the disease- 
oriented approach of manyspecialists, the 
primary and preventive care needs of 
these children mav be overlooked. 



RECOMMENDATION: Reduce frag- 
mentation and increase collaboration 
and coordination among providers, 
the public health system, and the 
financing system. 



Federal and state Title V Maternal and 
Child Health programs for children with 
special health care needs typically provide 
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services for low : ncome children with 
chronic illness. Nonetheless, services varv 
greatly from state to state. Although pri- 
vate insurance plans may provide for main 
of the medical care needs of these chil- 
dren, social and oilier important support 
services may not he covered. Parents of 
children with significant chronic illness 
increasingly find that some private insur- 
ers will not provide coverage over the en- 
tire period of illness. Limiting insurance 
coverage may compromise the care re- 
ceived by a child and place a substantial 
financial burden on a family. Even if chil- 
dren formerly covered b\ private insur- 
ance are eligible for public programs, 
parents mav not know about these pro- 
grams or may face procedural impedi- 
ments to enrollment.-*** 

To help families take advantage of the 
full range of specialty and comprehensive 
services (publicly and privately financed) 
for children with chronic illness, Perrin, 
diver, and Lawrence recommend closer 
collaboration between the public health 
system and personal health service provid- 
ers. This activity could be facilitated bv 
patient- and/or family-centered case 
management. Such case management 
would be responsive to the needs of the 
child and would pro\ide liaison with and 
coordinate multiple providers. Case man- 
agers should also be able to link families 
with sources of funding for necessarv serv- 
ices which may be available through spe- 
cial programs. 

Adolescents 

For many adolescents, the traditional 
health care system works well, and rates of 
serious illness are low. However. Ixrause 
many adolescent health problems are re- 
lated to high-risk behavior and because 
adolescents are in a transition state 
between dependenev and adult status, 
they may have problems accessing the 
health care tbev need. 

The \W\ Office of Tedmology Assess- 
ment Report on Adolesce nt I lealth identi- 
fied a number of barriers to health care 
among adolescents which are also dis- 
cussed in this issue bv Klerman and b\ 
Perrin. dryer, and l,awrrnce. These barri- 
ers inc lude low inc ome and lac k of health 
insurance coverage, both private and pul>- 
lic: requirements for parental consent or 
notification; teens' lack of knowledge 
about the need lor and availability of serv- 
ices: scareirv of providers who want to deal 
with the health problems of teenagers; and 



geographic and cultural factors which also 
can be important barriers for other popu- 
lation groups. In addition, access may be 
particularly difficult for adolescents (run- 
aways, dropouts) who may have no regular 
contact with the health care system. 

The health problems of at-risk ado- 
lescents are complex and largely beyond 
the scope of this issue. Alternative mod- 
els of health care deliverv such as school- 
based clinics (discussed in the Spring 
1992 issue of the journal) and street- 
front or shopping-center-based clinics 
arc being developed to meet the health 
care needs of adolescents. These efforts 
are to be encouraged, but tbev will need 
to be thoroughly evaluated before they 
can be touted as solutions to the health 
care needs of adolescents. It is unlikely 
that any one improvement in access to 
personal health services will be success- 
ful in addressing adolescent health prob- 
lems caused by violence, substance 
abuse, and other high-risk behavior. 
These will require broader, communitv- 
based interventions. 

Other Nonfinancial Barriers to Care 

As Klerman points out. "at some time 
almost everyone encounters one or 
more legal, geographic, institutional, or 
personal barriers to health care." Cer- 
tain populations — including the eco- 
nomicallv deprived, racial and ethnic 
minorities, those in isolated rural areas, 
migrants, undocumented aliens, home- 
less families, children in foster care 
homes or institutions, and runaways — 
experience these obstacles more often. 
To reduce these barriers requires the 
recognition that each patient may face a 
different set of impediments. Accord- 
ingly, facilitating access starts with iden- 
tifying specific impediments, 
implementing policies to reduce them, 
and evaluating the changes to gauge 
their effects. At all stages, the process 
should involve those experiencing the 
barriers. When resources are limited, it 
will be necessary to implement these ac- 
tivities in the order of their actual costs 
and expected effects. 



RECOMMENDATION: Develop the 
capacity of providers to deal with a 
diverse patient population. 



90 



20 



THE FUTURE OF CHILDREN - WINTER 1992 



Affordability 

Although expenditures (Mi health rare for 
adults are many times greater than expen- 
ditures on health care for children, health 
care for children is still costly. The Lewit 
and Monheit analysis presented in this 
issue indicates that average expenditures 
on all children 0 to 18 years old were S737 
in 1987. Extrapolation based on the trend 
in growth of aggregate expenditures sug- 
gests that expenditures per child .e 
S 1.130 in 1992.-' Expenditures are lowest 
lor % to 12-vear-olds and highest for in- 
fants. In 1989, the cost of medical care for 
a normal pregnancy and delivery ex- 
ceeded $4.f>()(), cesarean deliveries cost 
about SS.000 more, and the cost ofinten- 
sive care given a verv low birth weight 
infant can exceed $100,000.-'* 

Families faced with the need to make 
decisions on expenditures for health care 
for their children know very well that 
health care purchases result in foregone 
consumption of other goods. Similarly, 
families who purchase health insurance 
for themselves and their children either 
independently or through employer 
groups know that health insurance is not 
'"f ree" and that insurance benefits received 
reflect premiums paid. Ultimately, 
although health insurance can reduce the 
burden of paving for medical c are at the 
time of utilization, health care must be 
paid for, and increasing access to medical 
care, particularly in a highly inflationary 
environment, can be obtained only bv in- 
creasing efficiency or reducing expendi- 
tures on other goods and services. 

Private Health Insurance 

The demand for health insurance, 
whether purchased individually or 
through employers, depends on a con- 
sumer's ability and willingness to pay for 
it. As a benefit of employment- employer 
provided health insurance is pail of a total 
compensation package, received as an al- 
ternative to higher wages or other bene- 
fits. The Monheit and Cunningham 
analysis indicates that the largest group of 
uninsured children are in poor or low- 
income families. Although many of these 
families have at least one employed par- 
ent, their low incomes may make it unfea- 
sible lor them to acquire insurance either 
privately or as a condition of employment. 
Because children in the poorest single pat- 
ent households are likely to be insured 
through the Medicaid program, the bulk 



of children without insurance are found in 
families with incomes too high to qualib 
for Medicaid but too low to af ford private 
coverage. 

Sheils and Wolfe chronicle how dra- 
matically rising costs are eroding the pri- 
vate insurance market that provides 
prelection for most Americans. As costs 
have risen, employers have increased cost 
sharing and employee premiums for de- 
pendent coverage. In this environment, it 
is not surprising to find that as employees 
are asked to pav a larger part of the costs 
of dependent coverage, more (particu- 
larly low-wage) employees are choosing to 
drop it. This trend has been exacerbated 
for children because they are more highly 
concentrated in families where earnings 
are low*- 1 

Countervailing uends within the em- 
plovment-based insurance market have dif- 
fering impacts on children. Technically 
speaking, the term "health insurance" is a 
misnomer. Most private health care cover- 
age is a combination of insurance against 
the large expenditures associated with in- 
frequent serious illness and prepayment 
for common predictable services (such as 
treatment for otitis media or prenatal 
care). One response of employers to rising 
health care costs has been to increase the 
first-dollar cost sharing (co-payment and 
deductibles) features of traditional health 
insurance plans while expanding coverage 
forcosth illness. Because much health care 
for children is characterized by prcventi\c 
and primary care, such changes in insur- 
ance plans may make this care less afford- 
able. Some families may even drop 
dependent coverage if they believe the pre- 
mium contribution is not justified by the 
reduced benefits received under the plan. 

Running counter to the trend to in- 
crease first-dollar cost sharing is the in- 
creasing popularity of various managed 
care plans which attempt to control costs 
bv limiting access to expensive health care 
services. Typically, these plans offer access 
to primary and preventive care with little 
or no cost sharing with the idea that, bv 
keeping enrol lees healthy, thevcan reduce 
the total cost of care. Although managed 
care plans have been able to market their 
services at premiums typically 10'/" below 
those charged bv traditional health insur- 
ance plans, the impact of managed care on 
children's health status and utilization of 
services has vet to be lully detei mined. 
Some observers are concerned that the 
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incentives in managed aire plans are as 
likely to lead to restricted access to needed 
services as to improvement in health. As 
enrollment in managed care plans grows, 
il will he necessary u> monitor the effects 
of these plans on children's health 
status — particularly the health of children 
with infrequent, costly illness — to sec how 
their care compares with care received in 
the traditional health care system and with 
reasonable, objective standards of care for 
children with these serious illnesses. 

Uncompensated Care and Cost 
Shifting 

Because of mereascs in the number of 
uninsured persons and inrrcasinglx ag- 
gressive cost-containment efforts in manv 
public and some private programs, there 
has been an increase in the level of uncom- 
pensated and undercompensated (are, 
particularly at hospitals and other organ- 
ized provider settings. : *° This has led to 
increased cost shilling as providers raise 
charges to insured paying patients in or- 
der to cove?" losses caused b\ caring lor the 
uninsured, honicallx; this practice mav ac- 
tually increase the level of uncompensated 
( are as it reduces the alfordabilitv of pri- 
vate insurance. Moi co\ er. as some parents 
realize that, bv presenting thcmsclxcs at 
hospital emergency rooms, ihev can oI>- 
tain expensixe care for their children re- 
gardless of their ability to pax. they max 
reassess the utilitx of the risk protection 
feature of private health insurance and 
reduce their coxcragc as premiums rise. 

As a result of these various cross- 
subsidies, the current system of financing 
health care for children and pregnant 
women is so complex that it is difficult to 
idenlifx where the burden of paxing for 
health ( are actual!) falls. For example, it 
appears that health care for the uninsured 
is largelx paid lor bv cost shifting to those 
who are insured. This suggests that a 
sNstem which provided health insurance to 
all children and pregnant women might 
not be nine h more costly in the aggregate 
if provider cost shifting were eliminated 
and ( barges to all insured patients were 
reduc ed to reflect the absence of cross- 
subsidies.^ 1 An analxsis performed bv l.e- 
x\in I( iK for the National Commission on 
(Ihilchen 1 - and the Lewit and Monheit 
analxsis in this issue both suggest that 
health insurance coxerage could be ex- 
tended to inanx c ut rentlx uninsured c hil- 
dren at onlx a modest increase in oxeiall 
expenditmes. 



W hether c urrentlx uninsured children 
and their families come out ahead under 
an expanded health insurance program, 
however, depends critically on how that 
program is financed. Under the present 
system, because of provider cost shifting, 
resources are shifted from well-insured 
higher income families to uninsured lower 
income families. A more- uniform manda- 
tory insurance program, financed, for ex- 
ample by a payroll tax. might shift the 
burden of paying for expensive health 
care back to loxver income families. Care- 
ful attention xvill need to be paid to the 
financing of am expanded insuranc e* pro- 
gram to make sure that it is equitable. 

Health Care and Other Programs for 
Children 

(ioxernnient expenditures for health c are 
for children and pregnant women face- 
budget constraints similar to those which 
exist within families and businesses. Kf- 
forts to expand health care services for 
these vulnerable populations compete 
with other programs which serve these 
groups, as well as with programs which 
scrxe other constituencies. 

Kxidence of the realities of public- 
budget constraints is common. The recent 
proposal bx the state of Oregon to institute 
a public rationing scheme in order to pro- 
vide health insurance for more uninsured 
aduhs and children bv reducing fedeialh 
mandated benefits for poor children and 
pregnant women but not (he eldcrlv is a 
highlx publicized example of competition 
among vulnerable populations for limited 
public- funds.'*- Similarlv, in 1989. the Na- 
tional Governors Association asked Con- 
gress for a moraloi him on f urther 
expansions in the Medicaid program 
because of difficulties w ith pax ing for pre- 
vioush enac ted expansions.'*-"* l\xeu more 
to the point are administrator and othei 
obstacles to health care uncle: Medicaid 
and other public - programs xv hie li relied, 
in part, efforts to control costs. 

The trade-offs among different pro- 
grams benefiting c hildren are cxidciit in 
the current recessionary environment as 
expenditures on health care compete for 
public" hinds with income suppoit pro- 
grams, aid to urban areas, and support foi 
sc hools. The icalitx is that health c are for 
c hildren and pregnant women is but one- 
part of a larger bundle- ol ne essai x serx- 
ices. When making dec isions about 
expanding health caie clelixeix, policx- 
makeis must caiefullx balance the- bene- 
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fits to bo gained from program expan- 
sions against the costs of alternative serv- 
ices foregone. 

Ultimately, the issues of efficiency, 
access, and affordability are linked. If 
health care can he made more efficient, it 
will he more affordable. We will be able to 
afford healthier children and possibly by 
redistributing the savings, greater equity. 
In the absence of gains in efficiency, 
growth in health care for children will face 
increasingly stiff competition from other 
children's programs and from the claims 
of other groups. Some knowledgeable ol>- 
^ervers believe that growth in health care 
costs will not be controlled without explicit 
rationing.^* Should that eventuality pre- 
sent itself, children's interests will be best 
served if the problems of inefiicieno and 
lac k of access are already under control. 

Conclusion 

As health care costs continue lo escalate 
and access problems multiply* a consensus 
has eme rged that the U.S. health care 
system will not change radically until a 
major crisis makes it impossible for the 
current system to continue.-'^ I lowcvcr, in- 
cremental change appears inevitable given 
the pressures building up in the system. We 
believe there are several important reasons 
for focusing anv impetus for incremental 
change on the health care system for chil- 
dren and pregnant women. First, children 
and pregnant women are being seriously 
affected bv the same forces that plague the 
larger health care system, but thc\ cannot 
wail until the system implodes for their 
health care needs to be addressed. Because 
health and development are so interre- 
lated in children, failure to address their 
health care nerds adequately may result in 
lifelong deficiencies. Moreover, children, 
more than other population groups, are 
increasingly liwng in povcri\ and in high- 
risk environments, which may compromise 
their health and increase their need for 
health care services. 

Second, although the health care 
svstem for children is in many wa\s a 
microcosm of the entire health care 



svstem. children's health care* problems 
mav be more manageable. Expenditures 
on health care for children are high, but 
they represent less than 14% of total 
health care expenditures. Moreover, 
because of the projected growth in the 
elderly population, this percentage 
should decline in coming years. In addi- 
tion, it may be easier politically to build 
reform of the health care system for chil- 
dren and pregnant women on the base 
of the manv existing public programs 
that >vrve this population and on the 
pro-child sentiment that led to the sub- 
stantial expansions of the Medicaid pro- 
gram only a few years ago. 

Last, two major provider groups, the 
American Academv of Pediatrics and the 
National Association of Children's Hospi- 
tals and Related Institutions, have pro- 
posed major reforms of the health care 
system for children.* 6 Because opposition 
of providers to reforms is regarded as a 
major impediment to reform of the health 
care system, having the support of these 
influential groups should expedite action 
on children's health care reforms. 

Concern about the well-being of chil- 
dren and families has become a staple of 
the political debate in this very political 
year. But as the debate has made clear, a 
general concern for children, no matter 
how sincerely felt or eloquently expressed, 
does not provide the guidance, where- 
withal, or accountability for sound child 
health policies. We believe that a minimum 
goal for the nation is an efficient health 
care svstem for children and pregnant 
women that ensures access f or all who need 
care at a price the nation can afford. This 
goal is reasonable but will require some 
effort if it is it) be realized. Manv concrete 
suggestions for improvement in the svstem 
are provided in this analysis, the accompa- 
nying list of recommendations, and the 
individual articles in this issue. Moving to 
implement these suggestions, either as a 
first step in a more global overhaul of the 
entire U.S. health care svstem or because 
of the special needs of children, is good 
public polio'. 

Rugene M. I.ewit 
Carol S. Larson 
Heanna S. Combv 
Patricia 1 1. Sliioi. * 
Richard K. Behrman 
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Abstract 

This paper reviews evidence concerning the slate of health of the nation's children 
and youth. Although the major causes of death in this population are related to 
injuries, the most common abnormalities on physical examination involve the ear, 
the teeth, and the skin. Findings from household interview surveys and from visits 
to physicians indicate that upper respiratory infections and influcn/a, ear infections, 
and allergies are the most common health problems among children and youth. 
Chronic physical illness and mental health problems are present in 10% to 20% of 
this population, although these types of conditions are not readily apparent in 
routinely collected data. New er conceptualizations of health suggest that, rather than 
being distributed independently, multiple health problems coexist in individual 
children and that characteristics of ill health tend to persist over time in these 
children. These findings indicate the need for health policies that place priori tv on 
primary care which provides a source of continuous, comprehensive, and coordi- 
nated services over time, and for health status measures that reflect not onlv the 
incidence and prevalence of specific health problems but also their interrelation- 
ships and the variety of functional impairments associated with them. 



Although much is known about the health problems of children 
and adolescents, little is known about their health. It is far easier 
to catalog and count specific diseases than it is to define and 
measure health. Yet it is the measurement of health that is the appropriate 
concern of a health services system. The mere presence of a medically 
identifiable disorder signifies little if the disorder does not compromise 
life expectancy, interfere with normal functioning, orcatise undue discom- 
fort. Conversely, the absence of a medically defined disorder docs not 
prevent individuals from feeling ill or from being at risk of an abnormally 
short life span. Biological entities as yet unnamed and social entities not 
in medical lexicons can and do affect the way people feel and behave. 

These generalizations, of course, apply to adults as well as to children 
and youth, but their implications are greater for young people than for 
older people. Young people are healthy by adult standards because, on 
average, they have fewer medically definable illnesses and particularly 
becatise, on average, they haw fewer chronic disabling or life-threatening 
disorders. In fact, a recent report on the state of health of children in the 
United States concluded that "the vast majority of children are healthy." 1 
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Other characteristics of children distinguish their health problems 
from those of adults. There is more biologic variability in health among 
vounger peonle as compared to adults because the biologic deteriora- 
tion that comes with aging narrows the range of healthy functioning. 
Even where there are existing illnesses in children, they are often in an 
earlier stage of development and hence may be harder to identify. 

In addition, the concept of health in children and youth is different 
from the concept in adults. Children are in a developmental phase; ill 
health may be manifested by decelerations in the normal rate of 
development as well as by reversals in the process of development. That 
is, abnormalities may not be manifested by pathology but only by 
inadequate or delayed attainment of physiological and behavioral mile- 
stones. Furthermore, a health indicator that is relevant at one age is 
often not relevant at another, since the process of development changes 
both the exposure to various threats to health and the vulnerability of 
individuals to those threats. 

The concept of health in childhood and adolescence and that in 
adults differs in yet another way. We know, more or less, what a healthy 
adult should be like; self-sufficiency and economic productivity arc 
prime concerns at least until retirement age. Other than attendance at 
school and educational achievement for children over the age of 5, 
society's expectations of children are limited; self-sufficiency is not 
expected. From a utilitarian point of view, future economic productivity 
is a desirable goal, but it may be difficult to measure. Even if expecta- 
tions were broadened to encompass characteristics other than eco- 
nomic productivitv, we still would not know what the important 
characteristics are from the viewpoint of children. 

Furthermore, the implications of labeling arc greater for children 
than for adults. Any health status measure* that emphasizes handicap 
makes children appear to be more dysfunctional than they may be 
because children have inherently greater developmental potential and 
hence greater capacity to adapt to or compensate for their infirmities 
than do adults. 

Lastly, the concept of positive health, as embodied in the defi- 
nition set forth by the World Health Organization as "a state of 
complete physical, mental, and social well-being and not merely the 
absence of disease or infirmity," 2 is most meaningful for children 
because the greatest danger may result from interference with the 
attainment of characteristics that make individuals resistant to fu- 
ture threats to their health. 

The way in which society views and measures child health deter- 
mines its judgments about children's health care needs. The following 
sections of this paper discuss (1) how health is measured and what we 
know about the existence of important health problems and threats to 
health in different age groups of childhood and adolescence; (2) the 
health problems of children from low-income families and others at 
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special risk: and (3) new wiys of viewing health and how thcv may help 
society to plan more appropriate and adequate services. 



Health Status Measures 

Vital Statistics 

The most conventional method of meas- 
uring the health of populations is 1>\ 
means of vital statistics, including birth 
statistics and death statistics. Birth statis- 
tics provide information on birth weight, 
a verv important correlate of health in 
infancy and childhood, and death statis- 
tics provide information on the major 
causes of mortality at different ages. Both 
low birth weight and infant mortality are 
more frequent in the United States than 
in other economically developed coun- 
tries. The pro]x>rtion ol infants born at 
low birth weight (defined as less than 
'2.500 grams, or about f> !/ u pounds) is 
higher than that in at least lb other coun- 
tries. Because low birth weight is assoc i- 
ated with a greater likelihood of 
subsequent death or health problems, 1 ' 
the low standing of the United States is of 
considerable concern. Infants of verv low 
birth weight (under 1 ..">()() grams, or about 
3V5l pounds) are at especially high risk of 
health problems. A decade or so ago. most 
of these infants would have died, but it is 
now not uncommon for infants weighing 
less than 1.000 grams (just over '2 pounds) 
to survive. About 1 in (> ha\e persistent 
problems consisting of congenital anoma- 
lies or developmental dchn: babies who 
weigh under 750 grains at birth t about 
1 pounds) have a 25^ to 'MM chance 
of being so affected. (See the article bv 
Racine, jovee, and Grossman in this jour- 
nal issue.) The lower the birth weight, the 
greater the likelihood of persistent prob- 
lems. An overall increase in the number 
of children with disability in the country 
niav be, in part, a result of the success of 
medical technology in keeping main low 
birth weight newborns alive. 1 

Infant mortality in the United Slates 
is twice as high as in some countries and 
higher than in at least !2() countries. This 
is a result, in pan, of the greater fre- 
<]iienr\ of low birth weight. (See tlu m 
article bv Racine. jo\ce, and Grossman 
in this journal issue.) In fact, mortality 
in the first month of life within each low 
birth weight group is lower in the United 
Stales than in oilier countries, suggest- 
ing the sue cesses ol icchnologv-intcnsive 
neonatal care in salvaging infants born 



immature or with health problems that 
otherwise would be fatal. The relatively 
high mortality in the remainder of the 
first year of life is not primarily a result 
of the greater frequency of low birth 
weight. 

The five major causes of death in in- 
fancy are congenital anomalies, sudden 
infant death syndrome, disorders relat- 
ing to short gestation or low birth weight, 
respiratory distress svndrome. and con- 
ditions that result from maternal compli- 
cations. These causes differ greatly from 
the major causes of death later on in 
childhood, which are shown in figure 1. 
Hie major cause in preschoolers is in- 
jurv. which far surpasses congenital 
anomalies, infections, cancer, and homi- 



Figure 1. Major Causes of Death for 
U.S. Children, 1988 
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supplement Hyattsville. MD- Public Health Service, 1990. 
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cidc. In iht* school-age wars u"> to I t 
\ears old), ihc mosi common causes are 
injuries and cancer, with oilier causes 
trailing tar behind. In adolescence and 
young adulthood (13 to 21 years old), 
die most common cause of death is inju- 
ries, with suicide and homicide less than 
one-fourth as common. Cancer is ihe 
fourth most common, with cardiovascu- 
lar problems emerging for the Inst time 
in this age of transition to adulthood. 
Rates of death are much lower in c hild- 
hood ihan in adulthood. Total mortality 
in childhood (excluding the first vcar of 
life) does not approach the loath rate 
associated with the most common cause 
of death (heart disease) in adults." 1 

Population Surveys — Parental 
Reports 

Information on the frequcnex ot acute ill- 
nesses in the child population can be ol>- 
tained each \ear from the National Health 



Figure 2. The Prevalence of Children's Health 
Problems in the United States, 1981 




! 'For eomole. jaundice, skin rashes, headaches, or anemia 



Source Startieid. B . and Newacheck. P Children's Health Status, 
Heaitr '"-sks and Use of Health Services, in Children in a Changing 
■^0! ,r ' S\stem Assessment ana Proposals for Reform M Schlesmger 
ana l il^enberq eas Baltimore Johns Hopkins University Press, 1 990. 
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Interview Survey (NHIS1. The most com- 
mon acute conditions in childhood (under 
IS vearsl are upper respiratory problems. 
Injuries are the second most common ivpe 
of condition: the frequencies of all tvpesof 
injuries is 22.7 and 28.9 per 100 children 
per vear tor ages under n and between f> 
and 17. respectively. Among preschoolers, 
the frequencies of these acute conditions 
are greater for males than females: 
between the ages of 3 and 17, the f requen- 
cies are equal except tor higher rates 
among males for injuries i;V4.7per 100 chil- 
dren per vear for males, compared with 22, K 
per 100 children per vear for females).'' 

Supplements to the NHIS provide in- 
formation about other specific conditions 
common in childhood. Figure 2 shows that 
the most common K reported physical con- 
dition in childhood ( ages 0 to 17) is allergy, 
which is reported as present in I'JVr ot 
< hildren in a single vear. Chronic specialty 
conditions, including curvature of the 
spine, hearing problems, and vision prob- 
lems as well as bone or muscle problems, 
are experienced bv almost 10 ( r. of children 
in a given vear. About 8*7 of children have 
repeated ear infections, and an equal per- 
cent have ill-defined conditions consisting 
of 'svmptoms or signs such as jaundice skin 
rashes, headaches, or anemia. Chronic 
medical conditions such as arthritis, epi- 
lepsy, or diabetes are repo u-d for about 
of children, and almost have one 
or more episodes of tonsillitis. Four per- 
cent have an acute self-limited condition 
such as a urinarv tract infection, and more 
than Wi have asthma. Specific derma- 
tologic conditions, such as acne, are re- 
ported for almost Wt 

Information on the restriction and limi- 
uition of normal activitx c aused bv illness 
is another aspect of health status measured 
in household survevs. Children experi- 
ence, on average, about three acute ill- 
nesses a vear with about S davs of restricted 
activity per vear. including davs lost from 
plav or school. da\s spent in bed. and davs 
when activity is otherwise restricted (see 
table 1). Children reported bv parents as 
being in poor health are much more likely 
than children in good health to have a 
limitation of their abilit\ to perform activi- 
ties associated with their specific age gi oup 
as a result of one or more chronic 
conditions. 

I'ntil recently, leliable national data 
on the frcqueno ot occurrence of devel- 
opmental and behavioral problems in 
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children have been hard to come bv. Vet 
these problems can interfere with a 
child's schooling and peer relationships, 
severely strain family functioning, and re- 
sult in costly interventions, tvpicallv either 
in the schools or the medical care system. 
Information collected from adult familv 
members, however, as part of the 1988 
National Health Interview Survev of Child 
Health shows that developmental, learn- 
ing, and behavioral disorders are among 
the most prevalent chronic conditions of 
childhood and adolescence. 8 Nearly 20% 
of 3- to 17-year-olds were reported to have 
had at least one mental health problem 
at some time during their lives. The fre- 
quencv of reported problems was highest 
(29%) among males 12 to 17 years old and 
lowest for girls 3 to 5 vears old. In general, 
the reported rates ot illness rose with age 
because learning disabilities and emo- 
tional and behavioral problems fre- 
quently go unrecognized until children 
reach the ages of 6 to 8 vears. Evaluation 
of survey results suggests that black and 
Hispanic parents may have underre- 
ported the incidence of developmental, 
learning, and behavioral problems in 
their children for a number of reasons 



and that the frequency of occurrence of 
these problems among children may 
therefore be higher than reported. 



Developmental, learning, and behavioral 
disorders are among the most prevalent 
chronic conditions of childhood and 
adolescence. 



Information from surveys is limited to 
the types of things that mothers know 
about the health problems of their chil- 
dren. Thev would not know, for example, 
about problems that are undiagnosed 
because they are in a very earlv stage of 
development. They also cannot report 
conditions that would be identified onlv 
bv a doctor's examination when the child 
has not seen a doctor. Health surveys also 
cannot provide acctirate information on 
uncommon but important problems 
because thev either would not be encoun- 
tered in a sample survey, even one as large 
as the National Health Interview Survev. 
or would be encountered too infrequently 



Table 1 . Restricted Activity Resulting from Acute Conditions and Limitation of 
Activity Because of Chronic Conditions, U.S. Children and Youth 



Number of acute conditions per 100 persons per year 

Number of restricted activity days resulting from 
acute conditions per 100 persons per year 



Age Group (years) 
Under 5 5 to 17 



395.5 
955.9 



252.5 
7937 



Percent of children limited in activity because of 
chronic conditions 



Age Group (years) 
Under 5 5 to 17 



of all children in fair or poor health* 

of all children in good to excellent health' 

of all children 



22.5 
17 

2.3 



37.3 
5.5 
6.2 



'Parental report of activity limitations and as to whether child's health is excellent, very good, good, fair, or poor. In these 
tabulations, good health means reports of excellent, very good, or good, and poor health means reports of fair or poor 
health. 



Data from 1989 except restricted activity days by limitation of activity and parent assessed health (1984-88). 



Source Adapted from Adams, P.. and Benson. V. Current Estimates from the National Health Interview Survey. 1989. Vital 
and Health Statistics 10(176). National Center for Health Statistics. 1990. Calculations and speciai tabulations from Ries. P.. 
and Brown, S. Disability and Health: Characteristics of Persons by Limitations of Activity and Assessed Health Status. U.S. 
1984-88. Advance data from Vital and Health Statistics, no 197. Hyaftsville. MD. National Center for Health Statistics. 1991 
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to yield stable estimates of their true 
prevalence in the population. For this rea- 
son, other sources of information are 
needed to round out the picture of child 
health problems. 

Health Examination Surveys 

Health examination surveys conducted bv 
the National Center for Health Statistics 
in the 1970s provide information on those 
health problems that can be detected bv 
an examination and bv a select number of 
laboratory tests.-* Table 2 lists the fre- 
quence of these conditions in three differ- 
ent child age groups. The most common 
conditions found on examination are 
those related to the teeth, the skin, and to 
the ear or the eve. Cardiovascular or 
neuromuscular abnormalities arc also 
found in about 1 in 4 20 children, but sus- 
picious conditions that are discovered 
during a screening examination mav 
prove on luither testing iu be non- 
pathological. 

One important problem not delect- 
able b\ examination but detectable bv 
laboratory testing as part of a health ex- 
amination survey is lead poisoning. 
Between and 1 of newborns and 
voung children have blood lead le\els that 



put them at high risk of later developmen- 
tal abnormalities. 1 " 

Surveys of Health Care Providers 

Because conditions that are less common 
or are not discoverable by physical exami- 
nation may not be detected bv health ex- 
amination sutvevs. diagnoses made when 
children seek care in medical facilities 
serve as an additional source of informa- 
tion about the frequency of child health 
problems in this country. 

The National Hospital Discharge 
Survey obtains information each vear on 
the discharge diagnoses of individuals in 
a representative sample of U.S. acute 
general hospitals. Table 3 shows the dis- 
tribution of problems leading to hospitali- 
zation among children in 1984. In infancy 
i but excluding newborns), the five major 
( a uses <>1 hospitalizations are acute 
respiratory infectious, pneumonia, 
systemic infections, noninfectious enteri- 
tis or colitis, and diseases ot the central 
nervous system. The main causes of 
hospitalization in preschoolers are dis- 
eases of the central nervous system, pneu- 
monia, acute respiratory infection, 
asthma, and noninfectious enteritis/coli- 
tis. Chronic tonsil and adenoid disease is 



Table 2. Percent of Children with Abnormalities on Physical 
Examination 



Condition 



Abnormalities of the ear or ear canal 
Hearing difficulty 
Dental problems 
Significant skin problems 
Poor vision 

Cardiovascular findings' * 
Neuromuscular or joint findings 



Percent of Children in Each Age Group 
(years) 



1 to 5 

NA' 

NA 

17 

14 
NA 
NA 
NA 



6 to 11 

20% 
1 

64 
17 

5 

3 



12 to 17 

15% 

1 

54 
36 

5 

5 

8 



*NA indicates that the examination either did not include the condition or that it was too 
uncommon to provide stable estimates. Only problems with a freauencv of at least I oer 100 
ore listed. 

"includes findings such as innocent murmurs that mav prove nonoaThotogicai on 
subsequent testing. 



Source- Adaoted from Kozak. L. Norton. C . McManus. M.. McCarthy E- Hospital Use Patterns 
for Children in the U.S. , 1983 and 1984 Pediatrics 1987. 80.481-90 Starfield.B..andNewacheck 
o Children s Health Status. Health Risks, and Use of Health Services in Children in a Changing 
wealth System: Assessment ana Proposals for Reform M Scniesmger and L Eisenberg. eds. 
Baltimore: Johns Hopkins University Press. 1990. pp. 3-26. 
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the top cause ot hospitalization in the :V 
U>14~vear-old a^e group, f ollowed bv t'rac- 
uues, asthma, appendicitis, and systemic 
infections. The main causes ot hospitali- 
zation are quite different trom the main 
causes of death (see figure 1 ) in each a^e 
group. It is worth noting that hospitaliza- 
tion rates among both children and 
adults have been steadilv falling since 
1983: between 1984 and 1990. hospitali- 
zation rates for children underage 15 fell 
about 29%. both overall and for most of 
the major causes. (See the article bv IVr- 
rin and Guver in this journal issue, i 

Information obtained trom medical 
facilities lias drawbacks. It tails to reflect 
ihe health problems of children who do 
not use services, and it unde ire presents 
the problems nt people who seek care 
infreqttentlv. It also re-fleets health prob- 
lems oulv to the extent that practitioners 



recognize diem. Problems found in popu- 
lations that use services less, problems tor 
which people are less likelv to seek care, 
and problems that are poorlv diagnosed 
.ire underrepresented in information 
I mm medical facilities. A related draw- 
back is that the data reflect problems at a 
more serious stage than their distribution 
in the population because more serious 
problems are more likelv to receive medi- 
cal attention. 

The National Ambulatory Medical 
tiarc Survcv provides additional national 
and regional estimates of the frequencv of 
diagnoses among children. Because, how- 
ever, this information is collected from a 
sample of office-based physicians, the find- 
ings are limited to the population of chil- 
dren cared for in office-based phvsician 
practices. Acute medical problems such as 
< olds (acute upper respiralorv infections I . 



Table 3. Rates of Hospital Discharge 4 by Main Diagnosis and Age, 
U.S. Children, 1984 



Diagnosis 



Age Group (years) 





Less than 1 


1 to 4 


5 to 14 


Alt less than 15 


All conditions 


224.5 


70.1 


41.2 


62.0 


Infections 


18.2 


4 1 


1.8 


3.6 


Diseases ot the nervous system 


16.7 


7.6 


2.6 


5.0 


Otitis meo/o 


'0.3 


4.5 


1 0 


2.7 


Diseases of the respiratory system 


53.6 


24.0 


■0.1 


17.0 


A cure resoiratory infecnon 


22.7 


5.4 


i 2 


3.9 


Chronic tonsil and aaenoid disease 




4.5 


4.5 


4.2 


°neun loma 


19.6 


6.5 


13 


4.0 


Asthma 


3.9 


4.6 


2.1 


2.9 


Diseases of the digestive system 


32.0 


3.5 


5.1 


7.9 


Appenaiatis 






1 9 


1.3 


inguinal hernia 


6.7 


1.3 


5 


1.1 


Nonin fee rious en teritis/coii tis 


17.1 


4.6 


1.3 


3.3 


Congenital anomalies 


1.9 


3.8 


1.3 


3.2 


Perinatal conditions 


45.5 






3.2 


injury and poisoning 


7 8 


9.0 


8.3 


8.5 


c ractures 


2.6" 


1.5 


3.4 


2.8 



"Per 1 .000 children: total and most common mam diagnoses only 
"•Estimate is unstable because numoers ere small 



Source- Adaprea from Kozak. L . Norton C. McManus M . ana McCarthy. E Hospital Use Patterns for Children in the 
JS 1983 ana 1^84 Pediatrics < 1987) 80 481-90. 
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sore throats, viral infections, and contact 
dermatitis are common at all ages and are 
the most common diagnoses made for 
children and adolescents seen in office- 
based practice. Chronic sinusitis and bron- 
chitis account for at least 1 % of visits at all 
ages. Conditions of substantial frequency 
only in preschoolers include croup (laryn- 
gitis/tracheitis), thrush (candidiasis), and 
need for a vaccination. Diagnoses seen 
primarily in the middle vears (ages 5 to 1 7) 
include forearm fractures and hyperactiv- 
ity; other fractures and sprains are particu- 
larly common in late childhood and early 
adolescence. Allergic rhinitis occurs with 



Table 4. Estimated Prevalence of the Major 
Uncommon 11 Diseases and Conditions in 
.Children 



Disease/Condition 



Estimated Prevalence 
per 1,000 Children 



Congenital heart disease 
Seizure disorders 
Cerebral palsy 
Arthritis 

Paralysis from injury 
Diabetes mellitus 
Cleft lip/palate 
Down's Syndrome 
Blindness 

Mental retardation due to fragile 
x chromosome 

Sickle cell disease 

Neural tube defect 

Autism 

Cystic fibrosis 

Neurofibromatosis 

Hemophilia 

Duchenne muscular dystroohy 

Acute leukemia 

Deafness 

Other hereditary metabolic 
disorders'" 



7.0 
3.5 
2.5 
2.2 
2.1 
1.8 
1.5 
1.1 
0.6 
0.5 

0.5 
0.5 
0.4 
0.3 
0.3 
0.2 
0.1 
0.1 
0.1 
0.1 



■Conditions with frequency in the child population of less than 1%. 



Source: Adapted from GortmaKer. S.L.. and Sappenfield, W. Chronic 
Childhood Disorders: Prevalence and Imoact Pediatric Clinics of 
North America ( 1 984) 3 1 :3-l 8. " "Personal communication with Dr. N .A. 
Holtzman 



relatively high frequency at ages 5 and 
above. On the other hand, internal ear 
problems (otitis media) almost disappear 
in late adolescence. Asthma appears to 
peak in middle childhood and then wane 
in late adolescence. Normal pregnancy' ac- 
counts for almost 8% of visits among 15- 
to 21-year-olds: diseases of the sebaceous 
glands arc the second most frequently 
cited cause for a visit by members of this 
age group. It is important to note that the 
problems of children and adolescents who 
receive their care in hospital clinics, emer- 
gency rooms, and facilities other than of- 
fice practices are not included in these 
data. Because lower-income children dis- 
proportionately seek care from facilities of. 
this type, this listing of problems may not 
adequately represent the relative magni- 
tudes or tvpes of problems found among 
these children. 

Despite the variety of information 
sources described above, manv important 
problems are not apparent from these rou- 
tinely collected sources. Special studies are 
required to learn about these problems. 

Special Surveys of Childhood 
Diseases 

Information about selected childhood 
disorders may be obtained from epide- 
mologic surveys designed to detect specific 
conditions. Table 4 shows the percent of 
children with those conditions that have 
been identified bv means of these special 
surveys. All of these conditions are present 
in fewer than 1 * I of children. Diabetes, for 
example, is present in fewer than 2 chil- 
dren per 1.000; many other diseases are 
even less common, as the table shows. 

Special surveys also document the ex- 
tent of other types of problems among 
children, such as mental health problems 
and problems associated with health-com- 
promising behaviors which are common 
in the teenage population. For example, 
almost I in 5 high school seniors reports 
using marijuana in the past month, and 
report using cocaine at least once in 
that period. Alcohol use is much more 
common: 1 in 25 seniors drink an alco- 
holic beverage at least once dailv, and 
?>~-> C7 c have five or more drinks in a row 
- within anv 2-week period. 11 Despite the 
high frequency of these types of prob- 
lems, thev are poorly recognized by most 
health practitioners so that special studies 
are required to document their frequency 
in the population. 1 '- 



35 



U.S. Heairn Care for Children 



33 



( )ther important problems arc missed 
in routinely collected data. Many child- 
hood illnesses are relatively uncommon 
hut completely preventable. These in- 
clude measles, mumps. German measles, 
polio, and whooping cough. Because 
immunizations can prevent all of them, 
rates ot immunization are an important 
aspect ot child health. Special survevs are 
required to document rates ot immuniza- 
tion in the population: these indicate that 
tjnlv about 60^ of preschool children in 
this country receive all the immunizations 
that thev should receive. 1 -'* In 1990. more 
than 26.000 cases of measles were reported 
in the United States. Another growing 
problem not reilected in routinely col- 
lected data is AIDS. Bv 1991 approximately 
!>.3S5 cases of pediatric AIDS had been 
reported and manv more are expected in 
the coming decade.*' Inadequate luitn- 
tionai intake is another problem that mav 
be "invisible" in main conventional data 



These special problems are relatively 
uncommon. Thev do. however, occur dis- 
proportionately in low-income segments 
of the population. The next section of this 
paper deals with the special problems of 
low-income children and youth. 

Health Problems of 
Low-income Children and 
Others at Special Risk 

\bout 1 child in f> and I \erv vomit; child 
m 4 li\e in families with incomes be'.ow ihe 
tederai poverty level, and manv more liw 
in families marginally above the poverty 
level. Because health problems in child- 
hood compromise future health, the 
health problems of low-income children 
should be ol considerable concern in a 
country dedicated to equality ol opportu- 
nity. Low income is responsible for much 
if not most ol the disadvantages found 
among children in other high-risk groups 
Mich as racial minorities. 1 " 1 

The summary in table 5 indicates that 
poor children are more likely to become 
ill and have more serious illnesses. Among 
the reasons for this are increased environ- 
mental exposures resulting horn poor 
housing and hazardous neighborhoods, 
poor nutrition, and inadequate preventive 
(are.'" However, the higher rates ol the 
more serious problems and the increased 
death rates from diseases at all childhood 



ages also reflect poor access to medical 



care. 
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The ITi million children who live in 
rural areas of the country are another 
group at high risk. These children com- 
prise one third of all children in the na- 
tion, and almost one half of them reside 
in the South. Rural and urban children do 
not differ much in their overall death 
rates, and the frequency of the major 
c hronic conditions and limitation of activ- 
ity associated with them are very similar. 
Rural children have slightly lower rates of 
acute conditions, however. 1 24 The major 
disadvantage of rural children is a result 
of their greater likelihood of death from 
injuries, particularly those caused by expo- 
sure to farm machinery, firearms, and fall- 
ing objects: and drowning and injuries to 
'Hcuoants of motor vehicles (especially 
;)ick-m> trucks). fSec the articles bv 



Table 5. Relative Frequency of Health 
Problems in Low-income Children Compared 
with Other Children 



Health Problem 



Relative Frequency in 
Low-income Children 



Low Dirth weight 
delayed immunization 
Asthma 

Bacfenai meningitis 

"heumanc fever 

Lead poisoning 

Neonatal mortality 

Postneonatal mortality 

Child deaths due to accidents 

Child deaths due to disease 

Complications ot appendicitis 

Diabetic ketoacidosis 

Complications of bacterial 
meningitis 

Percent with conditions limiting 
school activity 

Lost school days 

Severely impaired vision 

Severe iron-deficiency anemia 



double 

triple 

higher 

aouble 

aouble-tnole 

triple 

1 .5 times 

double-triple 

double-triple 

triple-quadruple 

double-triple 

double 

double-triple 

double-triple 

40% more 

double-triple 

double 



Source: Starfield. B Effectiveness of Medical Cere, validating Clinical 
Wisdom. Baltimore' Johns HODkins University Press. i985. 
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Perrin, Guver, and Lawrence, and bv KJer- 
man, in this journal issue.) 

New Ways of Viewing 
Child Health 

The previous sections provided detail 
about the conditions afflicting children, 
interfering with their activities, and leading 
to premature death. Such catalogs are verv 
useful in pointing directions to needed 
research about their cause and treatment. 
For example, the relatively high injury- rate 
among rural children serves as a stimulus 
to directing research on how injuries might 
be prevented. Thev are also useful in indi- 
cating where resources need to be directed 
to deal with localized clusters of problems 
or apparent epidemics. For example, in- 
creased rates of acute but preventable com- 
municable diseases mav sign it v that 
additional rt sources are required to pro- 
vide immunizations. Similarlv, the observa- 
tion that p* or children have increased 
rates of serious illness provides a rationale 
for expanding access to health services 
through programs such as Medicaid. 

Statistics on the frcquencv and distribu- 
tion of individual conditions or tvpes of 
problems are less useful, however, for the 
overall planning of health services. Health 
services should be organized so that thev 
are best suited to meeting the health needs 
of individuals. The health needs of indi- 



A substantial proportion of children have a 
relatively high likelihood of experiencing 
several different types of health problems 
simultaneously* 



viduals are less well represented by sepa- 
rated counting the frequency of specific 
diagnoses than bv characterizing individu- 
als according to their burdens of morbidity 
and functional derangement. In other 
words, a person-oriented view of health 
rather than a disease- or condition-ori- 
ented approach is preferable for designing 
and operating a health sei*vices svstem. 

Three characteristics of health prob- 
lems deserve consideration in developing 
policv concerning health senices. Thev 
are variety and variability, co-occurrence, 
and recurrence or persistence over time. 
The following section reinterprets the 



data provided earlier in the context of 
these characteristics when related to indi- 
viduals in the population. 

Variety and Variability 

Concepts of illness, as expressed by chil- 
dren and youth themselves, have several 
components, "Illness" can be reflected bv 
somatic (bodily) feelings, objective signs 
of abnormality, specific diseases or condi- 
tions, states of mood or behavior, limita- 
tions of activity and role deviations, or by 
activities that jeopardize health,- 1 Chil- 
dren of all ages report somatic feelings 
within their concept of health; but the 
older the children, the more likely they are 
to include mental feelings and functional 
limitations as well. There is no stand- 
ardized measurement instrument which 
includes all of these various concepts of 
health. As a result, their distribution in the 
population is unknown. However, we have 
some knowledge of the distribution of 
some of them. 

Table 6 contains information from the 
National Health Interview Survey, In this 
analysis, each child in the survey was cate- 
gorized according to the number of five 
main tvpes of conditions that a parent 
reported a child to have in the year pre- 
ceding the interview. The five types in- 
cluded acute self-limited conditions, 
acute but recurring conditions, chronic 
medical or chronic surgical conditions, 
and psychosocial and psychosomatic con- 
ditions. Almost 3 in r> children had no 
conditions in the survey year; this category 
of children includes those without any 
conditions on the checklist as well as chil- 
dren with only minor acute illnesses, in- 
juries, or mental health problems. Of 
children with one or more types of condi- 
tions on the checklist, however, 25% had 
two types and 11% had three or more 
tvpes. The table also shows that children 
with increased burdens of morbidity have 
increased disability as reflected bv days 
spent in bed, days on which activity was 
otherwise restricted, number of physician 
visits, and number of davs spent in the 
hospital.' 

In addition, other data from a variety 
of sources, which include diagnostic infor- 
mation from health maintenance organi- 
zations in different parts of the country, 
and similar information f rom a state Medi- 
caid program all attest to the wide variety 
of tvpes of problems encountered bv indi- 
vidual children.- 2 
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Co-occurrence 

The second characteristic of morbidity is 
co-occurrence. The information presented 
above on variety of illness also demon- 
strates the extent to which illnesses co- 
occur. The concept of co-occurrence can 
be viewed in another way: as the number 
and frequency of minor conditions experi- 
enced by a child over a 6-year period in- 
crease, the likelihood of other types of 
conditions such as injuries, chronic ill- 
nesses, and psychosocial conditions also 
increases over the same period. 23 Other 
information sources suggest that health 
problems are not evenly distributed in the 
population and that a substantial propor- 
tion of children have a relatively high like- 
lihood of experiencing several different 
types of health problems simultaneously.^ 4 

Recurrence and Persistence 

The third characteristic of health prob- 
lems is their recurrence or persistence 
over time. Children with psychosomatic 
conditions, "specialty" problems (involv- 
ing vision, hearing, or orthopedic prob- 
lems) , or allergies in a given year are about 
twice as likely as other children to experi- 
ence the same problems in a subsequent 
year. 23 Persistence is, of course, a feature 
of chronic conditions. For example, 
asthma in a child is about seven times 
more likely to be diagnosed in a given year 
if the child had the diagnosis in a previous 
year than if the child did not. More gener- 
ally, year-to-year persistence has been 
found to be a feature of the morbiditv 
patterns of a number of children, includ- 



ing some not afflicted with what have tra- 
ditionally been regarded as chronic condi- 
tions. 23 Furthermore, children with high 
burdens of morbidity (as reflected in the 
number of different types of health prob- 
lems) are much more likely than other 
children to have similarly high burdens in 
subsequent years. 22 

Conclusions and 
Implications for Health 
Policy 

This overview of child health status dem- 
onstrates that "health 11 may be charac- 
terized in many different ways and by 
several different methods. The proportion 
of children who are considered healthy or 
ill depends on the measure used to char- 
acterize them and on the way in which the 
characteristics are measured. From the 
viewpoint of health policy, what is the most 
appropriate conceptualization of health? 

Conventionally, the health of popula- 
tions of children has been measured by a 
group of indicators that are obtainable 
from data collected as part of vital statistics 
or as part of ongoing surveillance systems. 
Infant mortality rates, childhood mortality 
rates, proportion of infants born at low or 
very low birth weight, and adolescent fer- 
tility rates are indicators that are available 
from vital statistics. Rates of various com- 
municable diseases are indicators avail- 
able through ongoing surveillance 
svstems.^ 5 There are some indicators that 
are known as "sentinel events" because 



Table 6. The Burden of Physical Illness for Children Under 18 Years of Age, 
as Reported by a Parent— United States , 1981 





Percent of 
Children 


Avg. Annual 
Bed Days'* 


Avg. Annual 
Restricted 
Activity Days" 


Avg. Annual 
Physician 
Visits" 


Hospital Days ( 
per 1,000 
Children 


No conditions' 


58.1 


3.4 


7.3 


2.8 


132 ! 


One type of condition 


27.1 


6.0 


13.7 


4.7 


443 ; 

i 


Two types of conditions 


10,3 


8.9 


18.8 


7.4 


625 


Three or more types of 
conditions 


4.6 


9.6 


27,7 


10.8 


1476 


All children 


100.0 


5,1 


11.1 


4.2 


329 



•As ascertained by administering a checklist of 100 conditions but excluding most acute conditions, injuries, and 
mental health problems. 
•Per child per year 



Source Starfield. B.. and Newacheck. P. Children's Health Status. Health Risks, and Use of Health Services. In Children in 
a Changing Health System: Assessment and Proposals for Reform. M, Schlesinger and L. Eisenberg. eds. Baltimore: Johns 
Hopkins University Press, 1990, pp, 3-26. 
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their occurrence in a population signals a 
need tor special attention. These include 
the occurrence of a case of measles, teta- 
nus, diphtheria, poliomyelitis, congenital 
syphilis, mental retardation caused bv 
phenylketonuria or hypothyroidism, 
vitamin D-deiicient rickets, and death 
associated with diarrheal diseased Other 
indicators that are believed to be useful in 
assessing children's health status include 
failure to thrive, elevated blood lead levels, 
inadequate immunization status, growth 
stunting, suicides, iron deficiency anemia, 
and child abuse or neglect.- 7 Some addi- 
tional indicators thought to be useful in 
research or evaluations of specific inter- 
ventions include multiple foster home 
placements, days rrissed from school, dis- 
abling conditions, perceptual disorders, 
learning disability, school failures or drop- 
outs, inappropriate school placements, be- 
havioral disturbances, involvement in 
violent crime, and substance abuse. 

Most ot the routinely or easily available 
indicators are useful for monitoring ot 
major changes in iarge populations. 
Because they are relatively rare events, 
however, random 'fluctuations in their oc- 
currence would produce unstable and, 
therefore, uninterpretable rates in small 
communities (for example, in populations 
of fewer than 500.000 people). 

It is apparent, however, that individual 
characteristics of health cannot capture 
the ran^e of characteristics that arc rele- 
vant to the health of children. At the verv 
leas;, measures that retlect rates and causes 
of death have to be separated from those 
reflecting characteristics ot living children. 
The higher the rates of death of children 
with health problems, the lower will be the 
frequency of illness in the population, 
other things being equal. That is, if illness 
rates are stable in the population, a higher 
case-fatal in* rate will leave fewer individuals 
characterized as ill. Because mortality rates 
thus "compete'' with morbidity rates, they 
cannot be combined in an index, at least 
not without a differential weighting: 
because there is no accepted method for 
assigning appropriate weights to death ver- 
sus life short of personal judgments, 
weighting is not likelv to be achievable. 



Table 6 characterizes children according 
to one of these other manifestations of 
health: restriction or limitation of activity. 
But even in this instance, the charac- 
terization depends upon the concomitant 
presence of an associated health condi- 



Health among the living also has sev- 
eral components. The most conventional 
of these is morbidity as characterized bv 
conditions diagnosed bv physicians. These 
characterizations do not retlect the variety 
of other tvpes of manifestations of health. 



Discontinuities in the normal 
process of development cannot 
be recognized xvithout a health 
system that provides for conti- 
nuity of care. 

tion. Particularly absent in any existing 
source of data is health as characterized by 
phvsical or mental feelings i symptomatol- 
ogy), bv self-perceptions of well-being, bv 
achievement of normal developmental 
expectations (including the development 
of social relationships), or bv the presence 
or absence of characteristics that increase 
or decrease the likelihood of subsequent 
good or poor health. 

When health problems are viewed as 
isolated events, which are generally self- 
limited in nature and expressed as medical 
diagnoses, it makes little difference how 
health services are organized as long as 
thev are readilv available. Care from indi- 
vidual specialists, each focusing on the 
tvpe of health problem within their area 
ot expertise, might be all that is needed. 
Newer concepts ot viewing health — which 
emphasize the variety of manifestations of 
problems, the interrelationships among 
problems, and their persistence over 
time — indicate the need for deeper 
commitments to reorganizing services so 
that thev are better able to deal effectively 
with challenges to the health of children. 
The developmental process that charac- 
terizes children and vouth assures that the 
manifestations of health and illness 
change with time. Discontinuities in the 
normal process of development cannot be 
recognized without a health system that 
provides for continuity of care regardless 
of the presence or absence of particular 
tvpes of medically defined conditions. 

Variety of morbidity within individu- 
als, coexistence of different tvpes of mor- 
bidity, and the likelihood of recurrence 
or persistence are characteristics that de- 
mand primary care. Such care is readilv 
accessible and recognizes the interrela- 
tionships of problems within people. It is 
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broad in scope and encompasses all of the 
virions aspects of health, including health 
promotion, disease prevention, early 
recognition of problems and deviations 
from normality, as well as management of 
the wide variety of manifestations of prob- 
lems. Primary care is care that is longitu- 
dinal in time and person-focused rather 
than disease-focused. It is care that is com- 
prehensive rather than piecemeal. It is 
care that involves coordination of services 
rather than fragmentation of services. Pri- 
mary care entails a relationship over time 
between a practitioner and a patient who. 
therefore, come to know each other. This 
knowledge facilitates recognition of pa- 
tients" problems and their management; 
it is especial ly important in the recogni- 
tion and management of developmental, 
behavioral, and other psychosocial prob- 
lems that may otherwise be poorly recog- 
nized by health practitioners. Care that is 
consistent over time leads to a better 
appreciation of the relationships among 
different types of morbidity, thus making 
possible the design of better preventive 
and management strategies. It also makes 
recognition of discontinuities in normal 
development easier. Coordinated services 
provide a better basis for efficient care 
and effective care than do fragmented 
services, in which each problem or 
problem type is managed by a different 
specialist. 

Primary health care sen ices in the 
United States are far f rom adequate, par- 
ticularly as compared with the health 
svsiems of many comparable industrial- 
ized nations. In contrast to many of these 
nations, the United States lacks a well-de- 
veloped primary health services .sector to 
compleir.cn t its highly developed spe- 
cialty services.-* 

Countries with well-developed pri- 
mary care systems have clear lines of 
demarcation between primary care and 
specialty sen ices, Patients are either not 
permitted to visit specialists on their own 
initiative or are discouraged from doing 
so. The rewards for primary care practice 
are relativch greater than they are in the 
United States, Asa result, the proportion 
of physicians practicing pi'inarv care is 
much greater in those countries than it 
is in the United Stales. This emphasis on 
priman care ina\ explain win the level 
of the health of Children in these coun- 
tries is superior to that in the United 
States regardless of the measure of 
health.-' 1 ' ' 



Better ways of characterizing health 
should facilitate the recognition of the 
variety of types of problems, their interre- 
lationships, their change over time, and 
their response to health services interven- 
tions. A profile of health, which includes 
the several most important domains en- 
compassed by the concept of health, 
would facilitate the recognition of the va- 
riety of health problems in the popula- 
tion; the documentation of systematic 
differences across population subgroups 
characterized by social class, race, and 
ethnicity; and changes over time that may 
occur as a result of changes in health 
policies or health services. Such a profile 
is under development.- 0 It has five prin- 
cipal domains (and several subdomains 
within each of the domains) which ad- 
dt-^.^s physical activ ity and physical fitness, 
physical and emotional symptoms, self- 



The United States lacks a well- 
developed primary health 
services sector to complement 
its highly developed specialty 
services. 



perceptions of health and satisfaction 
with health, achiev ement of dev elopmen- 
tal milestones including social interrela- 
tionships, and "resilience" (the degree to 
which there are characteristics that influ- 
ence subsequent health). In addition, the 
profile includes an index of diagnosed 
morbidity based upon the number of 
types of conditions as described earlier in 
this article. Such a profile will make it 
easier to determine what types of prob- 
lems are most common, which are distrib- 
uted most unevenly in the population, 
and which need more attention in a 
health services system striving toward 
greater account ability. 

No standard of health is possible. Am 
standard will change over time, as recent 
knowledge and social advances replace 
old tvpes of problems with newer ones. An 
appropriate goal would be the elimina- 
tion of systematic differences in health 
that now exist across subgroups of the 
population. Where these differences can- 
not be equalize d as. for example, where 
there is handicap resulting from birth de- 
feet or genetic cause, the goal should be 
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continuous improvement over time in at 
least those aspects of health that are ame- 
nable to improvement, 

Descriptions of health status a- e useful 
only to the extent that they lead to the 



adoption of policies directed at making 
health services more responsive to health 
needs. This paper suggests areas for newly 
directed attention and societal commit- 
ment toward improving child health. 
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Abstract 

The authors of this paper focus on the health care services received by pregnant 
women and infants, and consider the ways in which these services affect child health 
outcomes. Thev examine the impact of prenatal, obstetrical, and neonatal care on 
two measures of infant health: the rate of low birth weight births and the rate of 
infant mortality. There is strong evidence that these two outcomes respond favorably 
to the application of appropriate health services, particularly prenatal care and 
neonatal intensive care. The delivery of prenatal care in the United States needs 
improvement: slightly more than 76% of women received early care in 1989, and 
discrepancies in prompt receipt of care among different ethnic and economic groups 
are large and persistent. Improved distribution of prenatal care services could have 
a significant impact on the rate of low birth weight births and infant deaths. In 
addition, expanded regionalization of prenatal, obstetric, and neonatal care in a 
coordinated approach to the entire continuum of gestation, labor, delivery, and early 
development holds oul the promise of continued improvement in infant health. 
Health care initiatives need to focus more on the needs of poor families and of 
mothers and infantswith special problems, especially high-risk pregnancies resulting 
from maternal substance abuse and pregnancies complicated by HIV infection. The 
authors describe advances in obstetrical technology and neonatology, and conclude 
that efforts to identifv programs and activities which offer the greatest potential for 
improving newborn survival with the least investment should have high priority. 



Children arc developing organisms. They continually grow and 
differentiate from one physical and psychological state to the next. 
An understanding of childhood health status, therefore, begins 
with an understanding of the conditions out of which children emerge. 
Intrauterine and neonatal environments are crucial determinants of a 
child's well-being. A mother's health throughout pregnancy, the process 
of labor and delivery, and a child's experiences during the first critical 
hours and days of life will influence health status for months and years 
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afterward. Moreover, poor birth outcomes have been associated with 
impeded cognitive development, reductions in years of formal schooling 
completed, and lower levels of lifetime earnings and other measures of 
economic well-being. 1 

Recognition of these principles has led policy analysts to give increas- 
ing attention to prenatal and neonatal health care services. In this paper 
we focus on health care services received by pregnant women and infants, 
and consider the ways in which these services affect child health out- 
comes. For our purposes, these sendees include prenatal medical care 
received by women during the course of their pregnancies, obstetrical 
care received at the time of deliver)', and medical care received by 
newborn infants during the first 28 days of life (the neonatal period) . We 
consider trends in these sendees over time, differentials in the receipt of 
these services among various groups in the population, and the impact 
utilization of these sendees has on child health outcomes. 

Two population outcome measures to which we devote particular 
attention are rates of low birth weight (LBW) and infant mortality, A low 
birth weight baby is one born weighing less than 2,500 grams (about 
5V2 pounds). The LBW rate is the number of such births per 1,000 live 
births in the population in a given year. The infant mortality rate is 
measured by the annual number of deaths among children in the first 
year of life per 1,000 live births. Because LBW babies have a higher risk 
of death than normal weight babies, these two rates are closely related. 
Though birth weight and infant mortality each have a genetic compo- 
nent, birth weight depends very much upon the length and quality of the 
fetal experience during pregnancy while infant mortality depends also 
upon the type of care, medical and otherwise, that a child receives after 
birth. Therefore, these two measures may tell us much about the effec- 
tiveness of prenatal and neonatal care. 

We begin with a discussion of prenatal care and its relationship to 
low birth weight and then proceed to a consideration of obstetrical and 
neonatal care and how they affect infant mortality. We shall also mention 
some promising new technologies being applied in the field of 
neonatology. 



Prenatal Care 

Much of what influences the health of a 
newborn baby is beyond the control of 
policymakers. Factors such as maternal 
weight and height at the beginning of 



pregnancy, heritable genetic conditions, a 
mother's previous obstetric history, eth- 
nicity, and marital status are conditions 
that are, to a large extent, fixed with 
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respect to most policy options. Other fac- 
tors, however, are amenable to change. A 
woman's nutritional condition during 
pregnancv. and her exposure to sub- 
stances known to be harmful to develop- 
ing fetuses, her blood pressure, blood 
sugar levels, and her exposure to sexually 
transmitted diseases are some of the envi- 
ronmental factors that can influence the 
health of her newborn baby. These and 
other conditions, especially if identified 
early in pregnancv. can be treated so as to 
improve neonatal outcome. In general, 
the earlier in the course of fetal develop- 
ment that interventions are initiated, the 
more favorable the result. For this reason 
attention to maternal health during the 
course of pregnancv i^ central to improv- 
ing newborn health. 

Prenatal care has been shown to be a 
crucial avenue bv which interventions in 
maternal and thus newborn health status 
can be delivered. What services are in- 
cluded under this rubric, how receipt of 
these sen-ices has changed over time, and 
what the evidence is for their effectiveness 
are considered below. 



Figure 1. Percentage of Births with Early* 
Prenatal Care, 1970- 1989 



'First orenatal care visit within 3 months of conception (first trimester). 



Source National Center for Health Statistics. U S. Department of 
Health and Human Services. Advance Report of Final Natality Statis- 
tics. 1989. Monthly Vital Statistics Report, vol. 40. no 8. supplement. 
Hyattsviile. MD: Public Health Service, 1991 . 



The Content of Prenatal Care 

Access, utilization, and the efficacy of pre- 
natal care have dominated the infant 
health policy and research agenda for the 
past 20 years. Until recently, the actual 
content of prenatal care received relatively 
Htde attention. One reason for this omis- 
sion may have been the repeatedly ob- 
served association between the initiation 
of early prenatal care and healthy infant 
outcomes. Whatever the content of prena- 
tal care, it seemed to work. The policy 
implications appeared straightforward: ex- 
pand prenatal care utilization, and infant 
health will improve. 

Unfortunately, though increasing utili- 
zation seems to be a necessary condition 
for improvements in infant health, it may 
not be sufficient. As we shall see, for exam- 
ple, when we consider low birth weight 
rates in more detail, white/ black differ- 
ences in rates of low birth weight and in- 
fant mortality have persisted over time 
despite significant relative gains in the per- 
centage of black women receiving early 
prenatal care {see figure 1 ). And although 
researchers and policymakers can cite a 
wealth of studies that appear to demon- 
strate the effectiveness of prenatal care, 
specific explanations of how the interven- 
tion operates remain conspicuously ab- 
sent from most discussions. 

The standard guidelines for prenatal 
care as recommended bv the American 
College of Obstetricians and Gynecolo- 
gists (AGOG) call for care to begin as early 
us possible in the first trimester of preg- 
nancy. 2 Additional visits are recom- 
mended every 4 weeks until the 28th week, 
followed bv visits every 2 to 3 weeks until 
the 36th week. Beyond the 36th week, visits 
should occur weekly until delivery for a 
total of 13 to 15 visits over the course of a 
normal pregnancv. Bv contrast, the PuL. : 
Health Service Expert Panel on the Con- 
tent of Prenatal Care recommends only 7 
visits for healthy women who have had 
previous, uncomplicated deliveries and 9 
visits for first-time mothers.** 

Both the AGOG and the Panel empha- 
size that prenatal care should have three 
basic components: early and continuous 
risk assessment, health promotion, and 
when necessary, medical and/or psycho- 
logical intervention. Although the Panel 
recommends fewer visits for a healthy 
woman than docs the ACOG, the Panel's 
most novel contribution is its emphasis on 
enriching the content of care and on ex- 
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panding the time frame for prenatal care. 3 
Panel members urge, for example, that a 
preconception visit occur as one of the 7 
or 9 recommended visits. Such a consult- 
ation permits the identification of medical 
or behavioral problems before conception 
and offers the mother and clinician the 
greatest range of options, from delaying 
the pregnancy to providing immuniza- 
tions that would be contraindicated once 
the woman becomes pregnant. Prenatal 
care, according to Panel members, should 
also be viewed as a means of promoting 
the health and well-being of the entire 
family. Thus, they highlight attention to 
parenting skills and family counseling as 
ways to enhance the care and nurturing of 
the fetus beyond delivery. 

The Panel's report focuses on the iden- 
tification and management of high-risk 
pregnancies. This includes the possible 
use of specialized tests such as amniocen- 
tesis and ultrasound imaging to screen the 
genetic and structural development of the 
fetus; the use of routine blood pressure 
and blood sugar monitoring, and other 
blood tests to detect exposure to certain 
viruses and to verify the mother's blood 
type; and the occasional use of more spe- 
cialized tests to evaluate fetal well-being. 

Yet the advantages of the more highly 
specialized of these strategies may be lim- 
ited. As an example, consider amniocen- 
tesis, a procedure in which fluid is 
removed from the sac containing the fetus 
to detect the presence of genetic abnor- 
malities. Because congenital abnormali- 
ties are a leading cause of neonatal 
mortality and about 25% of birth defects 
are primarily of genetic origin, 4 early rec- 
ognition of these conditions in time to 
permit termination of unwanted pregnan- 
cies could have a considerable impact on 
neonatal mortality. 

But who should be screened using this 
procedure? At one time it was thought that 
amniocentesis should target women over 
35 years of age who are at increased risk 
for having babies with Down's syndrome, 
one of the more common identifiable 
chromosomal disorders, which affect 
about 5,000 newborns a year. Yet, the ma- 
jority of Down's syndrome births are to 
younger women, 5 so a policy of targeting 
women over 35 years of age for testing 
cannot by itself substantially reduce the 
incidence of the syndrome. Furthermore, 
it is now appreciated that approximately 
5% of chromosomal defects which result 



in Down's syndrome originate with the 
father, 6 making identification of appropri- 
ate candidates for screening even more 
difficult. Therefore, without knowing 
whom to target, even effective screening 
procedures such as amniocentesis may 
have limited impact on overall outcomes. 



The recent expansion of Medicaid eligibility for 
pregnant women may improve the utilization of 
prenatal care y but that may not be sufficient to 
improve birth outcomes substantially. 



The content of prenatal care recom- 
mended by the Panel, including home vis- 
its, case management, substance abuse 
treatment programs, and three categories 
of psychological risk assessment, is com- 
prehensive and ambitious. Despite the 
lack of cost-effectiveness evaluations of 
many of its recommendations, the Panel 
has outlined a broad agenda that focuses 
much more sharply on the policy-relevant 
questions that need to be addressed. The 
recent expansion of Medicaid eligibility 
for pregnant women may improve the 
utilization of prenatal care, but that may 
not be sufficient to improve birth out- 
comes substantially. 7 (See also the Hill ar- 
ticle in this journal issue.) By focusing on 
the content of prenatal care, the Panel has 
developed a more general framework for 
understanding why nonspecific interven- 
tions may yield disappointing results. 

Trends and Differentials in Prenatal 
Care 

As we have seen, standard medical proto- 
col calls for the initiation of prenatal care 
within the first 3 months of pregnancy. For 
a time the United States appeared to be 
making significant progress in the num- 
bers of women receiving early care, Trends 
in the percentage of live births for which 
care began in the first trimester by race for 
the years 1970 through 1989 are shown in 
figure 1. For white women, the percent 
receiving early care rose by 9,7% between 
1970 and 1980 and then remained the 
same. For black women, it increased dra- 
matically by 40.5% in the decade of the 
1970s and then declined by 2.1% in the 
decade of the 1980s. The percentage of 
live births in which there was either no 
prenatal care or in which prenatal care 
began in the third trimester conversely 
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decreased in ihe 1970s and then either 
leveled off or increased (not shown). 

Figure 1 documents the discrepancy 
in the prompt initiation of prenatal care 
between blacks and whites. The rapid in- 
crease in the number of black women who 
received early care in the 1970s reduced 
but did not eliminate this discrepancy In 
1988. 79.4% of white women and 61.1% 



Women whose births are financed by Medicaid 
have been found to delay longer before initiating 
prenatal care than women whose births are 
financed by private health insurance. 



of black women began care in die tirst 
trimester/ In the same vear. the percent- 
age of black women who received third 
trimester or no care was more than dou- 
ble the percentage of white women who 
received third trimester or no care ( 1 U.9 C £ 
versus 5.0% ). s Teenagers and unmarried 
women are also at substantially increased 
risk of obtaining late or no prenatal care.-* 
Overall, just over 75% of pregnant women 
received prenatal care in 1989, far below 
the Public Health Service 1990 goal of 



earlv prenatal care lor 90% of all pregnant 
women regardless of race or ethnicity. 10 

In 1988 the Institute of Medicine con- 
ducted a detailed review of the literature 
dealing with a variety of determinants of 
the inadequate receipt of prenatal care. 1 1 
In addition to age, race, and marital status, 
the Institute identified poverty, lack of 
education, lack of health insurance, high 
birth order, and residence in inner cities 
and isolated rural areas as kev determi- 
nants of this outcome (see the Kicrman 
article in this journal issue). The impor- 
tance of almost all of these factors persist- 
ed in an alvses that assessed the 
independent effect of a given factor with 
other factors held constant. 1 - The impli- 
cation is that an effective strategy to ad- 
dress the problem of inadequate prenatal 
care mav need to operate on several fronts 
Mimiltaneouslv. 

Lowering financial barriers to the re- 
ceipt of prenaral care has been a popular 
tactic of public policymakers because it 
appears feasible given the traditional 
tools at their disposal (see the Hill article 
in this journal issue), but conventional 
approaches to these problems have their 
limitations. Medicaid, for example, is 
often chosen as a convenient vehicle to 
alleviate financial harriers for poor preg- 
nant women. Vet women whose births are 



Figure 2. Interval Between Date of Last Menstrual Period and First Prenatal Visit 
by Insurance Status, New York City, 1984 



Adolescents (less than 20 years ot age) 



Adults (20 years ot age and older) 





Source. Joyce. T.J . c~a Grossman. M Pregnancy Wantedness and the Early Initiation ot Prenatal Caie. Demography 
(February 1990)27.1 V.7 
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financed by Medicaid have been found to 
delay longer before initiating prenatal 
care than women whose births arc 
financed by private health insur- 
ance. 1 W:M5 Figure 2 depicts the magni- 
tudes of these differentials among New 
York (lily women of various age, race, and 
ethnic groups in 1984. Black adults on 
Medicaid can be seen to dclav the initia- 
tion of prenatal care approximately 1 
month longer than black adults with pri- 
vate health insurance. Similar differen- 
tials are observed for white Medicaid 
versus white private insurance patients re- 
gardless of age. Somewhat smaller differ- 
entials arc also found between the 
Medicaid and self-pay categories for ado- 
lescents and Hispanic adults. These differ- 
ences are all statistical^ significant in a 
multivariate analysis which controlled for 
a number of confounding factors in addi- 
tion to age, ethnicity, and insurance 
status. H 

Win do pregnant women with Medi- 
caid receive less prenatal care than women 
with private health insurance? The Insti- 
tute of Medicine lists factors such as the 
time-consuming nature of the Medicaid 
enrollment process, the failure of some 
physicians to accept Medicaid patients, 
long travel times and clinic waits, and lack 
of information and unfavorable attitudes 
concerning prenatal care. These (actors 
underscore the potential value of out- 
reach programs and programs that aim to 
deliver, as opposed to finance, prenatal 
care lor the poor. 1 1 

Bevond the financial barriers to prena- 
tal care, certain demographic factors have 
begun to receive increasing attention. 
Marital status has been of particular rele- 
vance in this regard because changes in 
this factor have been dramatic over the 
decade of the 1980s. The number of births 
to unmarried mothers rose i\4 r ( over this 
period. And while the birth rate (that is 
the number of births per 1,000 women in 
a given category) lor married women ac- 
tuallv declined iVi between 1980 and 
1989. the birth rate for unmarried women 
increased 42'7 . Asa result of these trends, 
more than 1 babv in 4 was born to an 
unmarried mother bv 1 989. I*' The in- 
crease in the birth rate for unmarried 
women has alarming implications for in- 
iant health because unmarried mothers 
are more than three times as likelv as mar- 
ried mothers to obtain late or no prenatal 
care and because the association of marital 
status and receipt of prenatal ( are remains 



largely unelucidated. It will be important 
to determine whether unmarried women 
receive less prenatal care because of finan- 
cial barriers, educational differentials, 
general lack of social support, or other 
factors which may be difficult to measure. 
Each of these explanations implies differ- 
ent policy approaches. 

Efficacy of Prenatal Care 

The consensus of an extensive literature 
on the efficacy of prenatal care is that care 
works. In particular, women who initiate 
care earlier in their pregnancies give birth 
to healthier infants, are less likely to give 
birth to an infant weighing less than 2,500 
grains, and are less likelv to give birth to 
an infant who dies in the neonatal period. 
Following a detailed review of the litera- 
ture, the Office of Technology Assess- 
ment concluded: "The weight of the 
evidence on the effectiveness of prenatal 
care . . . supports the contention that birth 
outcomes can be improved with earlier or 
mo; j comprehensive prenatal care. . . . 
The evidence appears to support the 
value, of both early and frequent prenatal 



The evidence appears to support the value of 
both early and frequent prenatal care and the 
provision of enhanced services to adolescents and 
high-risk women. 



care and the provision of enhanced serv- 
ices to adolescents and high-risk 
women.*' 1 " Several vears earlier, the Insti- 
tute of Medicine reached a similar conclu- 
sion: "The overwhelming weight of the 
evidence is that prenatal care reduces low 
birth weight. This finding is strong 
enough to support a broad, national com- 
mitment to ensuring that all pregnant 
women, especiallv those at medical or 
socioeconomic risk, receive high-quality 
care."' 18 

While this consensus is impressive, cer- 
tain considerations suggest that caution is 
required in interpreting and applying it. 
Despite the agreement, for example, of 
most researchers and policy analysts that 
prenatal care improves newborn health, 
there is no consensus on the quantitative 
relationship between the intensity of care 
delivered and the improvement in birth 
outcomes. Yet this mav be die critical issue 
in deciding how to allocate scarce re- 



43 



THE FUTURE OF CHILDREN - WINTER 1992 



sources among different programs de- 
signed to achieve better newborn health 
outcomes. 

No agreement exists on the relative 
magnitude of the effect of prenatal care 
because studies on this subject do not use 
^data from prospective, randomized con- 
trolled trials. This raises the possibility that 
the results which emerge are biased and 
either over- or underestimate the true ef- 
fect of prenatal care on newborn health 
outcomes. ly 

For example, the true effect of prena- 
tal care is underestimated in studies where 
women who anticipate a problematic birth 
outcome based on conditions unknown to 
the researcher seek out more care while 
women with positive expectations seek out 
less. The opposite occurs when the early 
care group is dominated by women who 
eat more nutritiously, suffer less stress, 
smoke less, and receive more emotional 
support from their families. Omission of 
these hard-to-measure factors overstates 
the impact of care. 

The importance of correctly measuring 
the efficacy of prenatal care is illustrated 
by consideration of the Public Health Sen- 
ice goal of care within the first trimester of 
pregnancvfor90% of all pregnant \wmen. 
To achieve this goal, the number of white 
women receiving early care must rise by 
approximately 12%. and the number of 
black women receiving such care must rise 
by almost 50%. Achieving this goal may be 
a costly undertaking, and even if care is 
efficacious, birth outcomes may not im- 
prove substantially if there are marked dif- 
ferences in the content of care or in other 
characteristics between new and current 
recipients. Moreover, it is not clear that 




limited resources would be better spent 
increasing the proportion of women who 
receive early care rather than increasing 
the number of women who get intermedi- 
ate care (second trimester care) by reduc- 
ing the number who get late or no care. 
Recent research by Joyce suggests that most 
of the gains to prenatal care in New York 
Cits* accrued from moving women from the 
inadequate care to the intermediate care 
category and that the gains from moving 
women from the intermediate care cate- 
gory to the early/adequate care category 
arc much smaller.- 0 The Joyce study does 
not address the issues oi how care works or 
of whether resources are better spent on 
increasing the rates of earlier initiation of 
care or on enhancing the content of care 
for women at particular risk for an unfavor- 
able birth outcome. These are all impor- 
tant questions for those with limited 
resources looking to implement programs 
to improve birth outcomes. 

In considering what we know about the 
receipt of prenatal care services and its 
effect on infant health outcomes, we are 
left in a situation in which we have good 
theoretical reasons to believe that prenatal 
care is important to produce healthy new- 
borns; we have evidence, imperfect 
though it is, that groups who receive more 
prenatal care have better neonatal out- 
comes than groups who receive less, 
though how much better those outcomes 
are remains a subject of dispute; and we 
can see that over time, for different 
groups, as the receipt of prenatal care in- 
creases, so does the percentage of good 
outcomes. 

Yet our knowledge is far from com- 
plete, chiefly because we do not know how- 
prenatal care works or, for that matter, 
how well. And though these questions be- 
come relevant only once the issue of 
whether prenatal care works has been de- 
finitively addressed, they are still of great 
importance in and of themselves. If, for 
example, prenatal care serves principally 
to identify high-risk women early and in- 
tervenes to minimize the effect of pre- 
existing risk factors in these women, then 
from the standpoint of policy alternatives, 
populations in which known risk factors 
are particularly prevalent should be pref- 
erentially recruited into prenatal care. 
This might involve extensive outreach and 
case management efforts including reduc- 
ing financial harriers, relocating facilities 
into underserved areas, and providing 
child care for women using these sen ic es. 
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If, on the other hand, improved neo- 
natal outcomes derive from the elimina- 
tion of risk factors either before or very 
early on in the pregnancy, then one could 
argue that strategies such as reducing ex- 
posure to tobacco, to illicit substances, or 
to other environmental stresses should re- 
ceive priority. Settings other than prenatal 
service centers may more efficiently pro- 
duce these policy objectives. Future re- 
search on these critical questions will be 
of enormous utility to policymakers. 

Obstetric and Neonatal 
Care 

If birth weight is a valid indicator of the 
intrauterine experience and thus, indi- 
rectly, of the effectiveness of prenatal care 
services, infant mortality (death within the 
first year of life) is an indicator of the 
quality and impact of obstetric and neona- 
tal care services. Because, in countries like 
the United States, most children who die 
in the first year of life do so in the first 
month, those factors that influence the 
birth process and the immediate postnatal 
condition of the baby may be expected to 
have a discernible impact on the infant 
mortality rate. To appreciate what the re- 
ceipt of obstetric and neonatal care means 
for the health status of children, we begin 
with a look at infant mortality. 

Infant Mortality 

Much progress has been made in reducing 
l he U.S. infant mortality rate during l he 
twentieth century. It fell from 100 deaths 
per 1,000 live births in 1915 to 9.1 deaths 
per 1.000 live births in 1990.- 1 Improve- 
ments in medical care and advances in 
medical technology played an important 
role in this process, particularly the intro- 
duction of sulfonamide and other anti-mi- 
crohial drugs in the period from 1935 to 
and advances in neonatology since 
the late 1960s. -3-1 Until recently, the only 
interruption in the downward trend in 
infant mortal itv occurred in the late 1950s 
and early 1960s.^ 

There are two components of infant 
mortality: neonatal mortality and postneo- 
nalal mortality. The former refers to 
deaths of infants before the first 28 days of 
life, while the latter refers to deaths of 
infants between the ages of 28 and 365 
days. Neonatal deaths are usually caused 
bv congenital abnormalities, conditions 
associated with prematurity, and compli- 
cations of delivery; while postneonatal 



mortality results primarily from sudden 
infant death syndrome (SIDS), infectious 
diseases, and accidents. In the early 1900s, 
approximately 70% of all infant deaths 
occurred in the postneonatal period. By 
1989, only 36% of infant deaths occurred 
in the postneonatal period. Unlike earlier 
in this century , recent trends in the infant 
mortality rate have been dominated bv 
declines in the neonatal mortality rate. 
Today, the mortality rate (that is, the 
chance of dying) for a baby's first month 
of life is more than twice as high as the 
mortality rate during the remainder of the 
first year. 

Neonatal mortality, in turn, is highly 
negatively correlated with birth weight so 
that the birth weight distribution of a 
population is a major determinant of its 
neonatal mortality rate. Those popula- 
tions with higher proportions of low (less 
than 2,500 grams) and very low (less than 
1,500 grams) birth weight babies have 
higher rates of neonatal mortality. Once 
the distribution of birth weights in a popu- 
lation is taken into account, the mortality 
rates specific to each b'rth weight category 
are determinants of overall neonatal mor- 
tality. By multiplying the proportion of 
births in each birth weight group by the 
birth weight specific mortality rate for that 
group, one arrives at the overall neonatal 
mortality rate for a population. 

Despite the rapid decline in infant 
mortality, substantial differences in this 
outcome and in its most proximate de- 
terminant — low birth weight — have per- 
sisted between different groups over 
time. 26 - 27 The most notable of these is 
the excess mortality of black babies who 
presently experience an infant mortality 



Black babies presently experience an infant 
mortality rate twice that of their white 
counterparts. 



rate twice that of their white counter- 
parts. In addition, the black low birth 
weight rate has typically been more than 
twice as large as the white rate. Among 
the Hispanic population, Puerto Rican 
women give birth to LBW infants at ap- 
proximated three-fourths the rate of 
lDlacks. while the low birth weight rates 
of other 1 lispanics are similar to those of 
white non-Hispanics.- 8 
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In addition, the U.S. infant mortality 
rate remains higher than those of a num- 
ber of other developed countries even 
when the rate is limited to whites. 17 Fi- 
nally, Marks and others report that in 
1980 "differences between the States of 
the U.S. in infant . . . mortality are greater 
than those between the U.S. and the 
countries of Scandinavia [with the lowest 
infant mortality]/'^ 

These facts have led some observers to 
conclude that U.S. infant mortality policy 
has reached a crossroad.** Two decades of 
dramatic declines in infant mortality have 
failed to improve the survival prospects of 
black infants relative to white infants or of 
white infants born in the United States 
relative to those born in other developed 
countries. Moreover, during the decade of 
the 1980s, tentative evidence emerged that 
the period of rapid decline may have 
ended. The fall in mortality slowed to an 
average year-to-year reduction of 2.5%, 31 
and the incidence of low birth weight 
stopped declining. In 1984 the fracuon of 
LBW births reached an all-time low for 
both races: 5.59% for whites and 12.36% 
for blacks. The corresponding figures in 
1989 were 5.7% for whites and 13.5% for 
blacks. 16 .»2 



The US. infant mortality rate remains 
higher than those of a number of other 
developed countries even when the rate is 
limited to whites. 



The infant mortality rate in 1990 was 
6% less than the rate in 1989.** The 
introduction of treatment with artificial 
surfactant, which helps prevent deaths of 
premature infants from respiratory dis- 
tress syndrome, and the expansions in 
Medicaid coverage for prenatal care may 
have contributed to this decline.^ 1 Obvi- 
ously it is too early to determine whether 
this change represents a reversal of the 
acceleration in the downward trend dur- 
ing the 1980s. It is clear, however, that 
three important 1990 infant health goals 
of the Public Health Service as set forth 
in The 1990 Health Objectives for the Xati on: 
A Midcourse Review have not been met. 10 
These are an infant mortality rate no 
higher than 12 per 1,000 live births for 
anv minority group (the black rate was 
1 7A\ per 1,000 live births in 1988), a low- 



birth weight rate of 5% of all infants, and 
a low birth weight rate of 9% for any 
minority group. 

Trends in Obstetric Services 

Where a child is born, how that child is 
delivered, and who attends the delivery 
mav all be important determinants of neo- 
natal outcome under certain circum- 
stances. The volume of obstetrical 
procedures in the hospital where birth 
occurs, for example, has been shown to be 
related to survivorship in low birth weight 
babies though not in term, normal birth 
weight babies.^ 4 Recent trends indicate 
that increasing numbers of infants in the 
United States are being born in the hospi- 
tal. For white infants the percentage of 
babies born in a hospital rose from 96.6% 
in 1975 to 98.7% in 1989, while for non- 
white infants the comparable percentages 
were 94.6% in 1975 and 99% in 1989.35 

In addition to in-hospital deliveries, 
cesarean section rates have also been on 
the rise since the middle of the 1960s. In 
1965 the chances of being born via ce- 
sarean section were about 1 in 20. By 1989 
the likelihood had increased to 1 in 4. 
Most authors attribute this rise to the in- 
crease in electronic fetal monitoring, 
changes in the legal atmosphere sur- 
rounding obstetrical care, and the policy 
of discouraging spontaneous vaginal deliv- 
eries in women who have undergone pre- 
vious cesarean sections.** 6 The increase in 
these procedures has not been shown to 
have anv positive contribution to neonatal 
outcome. 1 * 7 

Trends in Neonatal Intensive Care 

As we noted earlier, the most important 
component of infant mortality in the 
United States today is the death rate of 
babies less than 28 days old. This rate, in 
turn, depends upon the distribution of 
birth weights in a population and the 
specific death rate associated with each 
birth weight category . 

In the first part of this paper we dis- 
cussed some of the factors that influence 
the birth weight distribution of a popu- 
lation, particularly the provision of ade- 
quate prenatal care for pregnant 
women. We now turn our attention to 
developments that have influenced birth 
weight specific mortality rates. The most 
important of these has been the expan- 
sion in the availability of neonatal inten- 
sive care services. 
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Over the past 2 decades in the United 
States, the single most significant trend in 
the deliver) of neonatal health services has 
been the emergence of regionalization as 
a guiding principle in the provision of care 
for high-risk mothers and newborn 
babies .3* Many hospitals began to intro- 
duce intensive care units for newborns 
during the decade of the 1960s, but it was 
not until the early 1970s that a compre- 
hensive set of guidelines was developed to 
organize the distribution of these services 
within given geographic areas by incre- 
mental levels of intensity. 

The 1977 National Foundation-March 
of Dimes recommendations,^ 9 sub- 
sequently refined by the American Acad- 
emy of Pediatrics and the American 
College of Obsteuicians and Gynecolo- 
gists, 40 include three levels of infant care: 
(1) Level I nurseries to provide routine 
newborn care; (2) Level II nurseries, 
manned by board certified pediau icians, 
to provide care to seriously ill infants with 
life-threatening conditions for finite peri- 
ods and to maintain ongoing liaisons with 
(3) Level III nurser ies which serve as re- 
gional referral centers offering the most 
sophisticated neonatal care including spe- 
cialized respiratory support svstems, pedi- 
atric surgery services, and infant transport 
teams capable of delivering seriously ill 
neonates to and from the hospital. 

In practice there has been some blur- 
ring of the distinction berween Level II 
and Level III nurseries as the competition 
for patients has intensified in recent 
years. 41 Nevertheless, specific standards 
have arisen for adeqtiate staffing, phvsical 
design, ancillary services, and transport 
facilities appropriate to the most adv anced 
levels of neonatal care. 40 - 42 

D tiring the decade of the 1980s, the 
number of Neonatal Intensiv e Care Units 
(NICUs) — combined Level II and Level 
HI units — in U.S. hospitals has risen dra- 
matically (see figure 3). While the total 
number of hospitals, as surveyed bv the 
American Hospital Association in their an- 
nual survev, rose 14.339& from 1979 to 
1988, the number of NICUs climbed 
44.33% from 483 to 700 and the number 
of NICU beds increased from 
0,591 to 1 1,005 during this period. n 

Although no national data bases exist 
which provide information on the utili- 
zation rates of these NICUs, the Office 
of Technology Assessment (1987) esti- 
mated that there were between 150,000 



and 200,000 admissions to NICUs annu- 
ally in the mid-1980s. 44 In recent years, 
anecdotal evidence suggests that a 
greater and greater proportion of NICU 
admissions have gone to infants weigh- 
ing less than 1.500 grams while the pro- 
portion of admissions of moderately low 
birth weight infants lias declined. 44 One 
study from Cleveland reported increases 
in the numbers of extremely low birth 
weight admissions (babies born weigh- 
ing less than 751 grams) from the earlv 
to the late 1980s of 30% .45 Whether 
these trends result from recent tenden- 
cies to focus more aggressive resuscita- 
tive efforts on smaller and smaller 
neonates remains to be fully elucidated. 
Wl atever the origin of this trend to 
lower birth weight NICU admissions, this 
development inevitably forces policy- 
makers to confront the question of how 
much improvement in health outcomes 
can reasonably be anticipated from such 
high tech attention to smaller and 
smaller babies. 

Efficacy of Neonatal Intensive Care 

In view of the rapid growth in the number 
of NICUs during die past 15 years, the 
substantial expense attendant upon caring 
for newborns in such environments, and 



Figure 3. Trends in Number of NICUs, NICU 
Beds, and Births 
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the trend to lower birth weight XICU ad- 
missions, it was inevitable that questions 
would arise as to whether the expenditure 
of such prodigious resources was worth- 
while. (See the Lewitand Monheit article 
in this journal issue.) Clinicians, epidemi- 
ologists, and economists have all ad- 
dressed this issue, with each group 
approaching it from the vantage point of 
its own particular discipline. 



As practitioners, neonatologists 
have been anxious to demon- 
strate that the specific content 
of care provided by NICUs 
makes a difference in the out- 
come of patients treated there. 



As practitioners, neonatologists have 
been anxious to demonstrate that the 
specific content of care provided by NICUs 
makes a difference in the outcome of pa- 
tients treated there. To make this case, 
investigators have applied two different 
methods. One approach compares the ex- 
periences of successive cohorts of infants 
treated at the same institution during two 
time periods to show how the develop- 
ment of new technologies has improved 
birth weight specific survival rates for all 
hut the veiy smallest babies. }ri - 4r> Increas- 
ing willingness to refer high-risk pregnan- 
cies to centers with neonatal intensive care 
units, the antenatal use of steroids to has- 
ten fetal lung development, improve- 
ments in techniques to assist breathing 
artificially, and the ability to provide ade- 
quate intravenous nutrition to extremely 
immature infants have all been implicated 
in the trend toward increased birth weight 
specific survival over time. 

A second tvpe of study makes use of 
cross-sectional comparisons among sev- 
eral XlCl's to demonstrate that different 
applications of similar technologies may 
also affect outcomes. I"'*-' After control- 
ling for the potential]) confounding influ- 
ences of race, birth weight, and gender, 
these investigations were still able to dem- 
onstrate significant intercenter differ- 
ences in various outcome measures. The 
results of these studies imph that appro- 
priate application of assisted mechanical 
ventilation in NICUs can significantly re- 
duce morbidity and mortality among tin- 
mature newborns. 



Epidemiologists have looked at the im- 
pact of neonatal intensive care on the mor- 
tality rates of entire populations and have 
come to the conclusion that new neonatal 
technologies, properly distributed, pro 
vide significant improvements in this 
measure of health status. For example, an 
early Canadian study covering the period 
1967 to 1974 documented a 43% decrease 
in the neonatal mortality rate for the prov- 
ince of Quebec coincident with several 
important institutional developments in- 
cluding (1) an increase in the proportion 
of sick and premature newborns cared for 
in referral centers; (2) the establishment 
of perinatal intensive care units in two 
university hospitals; and (3) the region ali- 
zation of the high-risk obstetric service as- 
sociated with McGill University, where 
fully 14% of the province's births oc- 
curred.^ 0 The authors of this study were 
able to show that the improvement re- 
sulted from decreases in mortality rates 
within birth weight categories, not from 
any dramatic shift in the birth weight dis- 
tribution itself, and that the diffusion of 
specialized care both to high-risk mothers 
and their newborn infants played a sig- 
nificant role in the observed decline in 
Quebec's neonatal mortality rates. Sub- 
sequently, Lee and his colleagues arrived 
at similar conclusions using data from the 
United States for the period between 1950 
and 1975.31 

When considering the effectiveness of 
neonatal intensive care, economists have 
used their particular skills to accomplish 
two functions: (1) to estimate the magni- 
tude of improvement in outcome associ- 
ated with neonatal intensive care and (2) 
to construct cost-benefit or cost-effective- 
ness analyses of these services. 

As an example of the first tvpe of con- 
tribution, I larris reported that an increase 
in the annual volume of deliveries in the 
hospital of birth lowered the probability 
of neonatal death (including hue fetal 
death) among black babies in Massachu- 
setts in 1 975-1 97<v v - A 10% increase in 
the annual volume of deliveries was found 
to lower the death rate by approximately 
55? A 1 A similar approach using data for 
white infants born in Michigan in 1984 
found that birth in a hospital with a neo- 
natal intensive care unit lowered the prob- 
ability of a late fetal or neonatal death by 
approximately . 

This type of analysis has been general- 
ized to examine the impact of the use of 
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neonatal intensive care sen ices on neona- 
tal mortality using data thai cover almost 
the entire U.S. population. These studies 
show that a 10% increase in neonatal in- 
tensive care use was found to lower the 
mortality rate of white low birth weight 
infants by 2%. For black infants, a 10% 
increase in use lowered the death rate by 
?*%. These findings indicate how much 
improvement in mortality can be ex- 
pected from increases in the availability 
of neonatal intensive care to low birth 
weight babies/ 11 

Cost-effectiveness of Neonatal 
Intensive Care 

Faced with limited resources and the need 
to make decisions about the implementa- 
tion of costly but effective programs to 
improve infant health, policvniakers have 
increasingly relied on the tools of cost- 
benefit and cost-effectiveness analvsis to 
help determine whether the observed im- 
provements in health are worth the costs 
expended to achieve them. Yet these tech- 
niques are not easv to applv.-^ First, 
because traditional accounting practices 
within hospitals use revenue from one 
source to offset shortfalls elsewhere (a 
practice known as cost shifting), dollar 
costs of neonatal intensive care are often 
dif ficult to determine accurately. Further- 
more, costs of the long-term care required 
by some severely disabled NK'.U survivors 
are also difficult to estimate. On the bene- 
fits side, the probabilities of various out- 
comes are not easily determined and van 
substantially among institutions. More- 
over, to perform a full cost-benefit analv- 
sis, it is necessary to assign a monetary 
value to survival with and without differ- 
ent degrees of disability. Tins often proves 
an intractable problem. As a result of 
these difficulties, the conclusions drawn 
from cost-benefit studies must be re- 
garded with caution. 

Despite these and other obstacles, 
however, attempts have been made to 
compare the costs and benefltsof neonatal 
intensive care in monetary terms. Budetti 
and his colleagues concluded that, while 
N1CI' care lor babies weighing less than 
1.500 grams was marginally cost-effective 
given the data available to them at the time 
of their analvsis, such care for infants 
weighing less than 1,000 grains was not."* 
Bec ause of the potentially large cxpendi- 
tii.es required to rare for severely disabled 
MCI' survivors, as the numbers of such 
survivors inn eased in lower birth weigh! 



groups, Budetti and his colleagues found 
that the costs of providing this type of care 
began to substantially outweigh the bene- 
fits. Other investigators have reached 
similar conclusions. 5 ^ 



To perform a full cost-benefit analysis, it 
is necessary to assign a monetary value to 
survival with and zvithout different degrees 
of disability. 



In a very careful analysis conducted in 
Hamilton-Wentworth County in Ontario, 
Bovle and others used cost-benefit, cost-ef- 
fectiveness, and cost-utility analysis to 
evaluate NICU care. r>7 In the last of these 
approaches, an attempt is made to adjust 
life-years gained by a factor which takes 
into account the quality of life for individu- 
als who survive with disabilities. As in pre- 
vious studies, the findings were birth 
weight dependent. For infants in the 
1,000- to 1,499-gram range, the cost of 
neonatal intensive care was found to be 
$59,500 (1978 Canadian dollars) per sur- 
vivor, $2,900 per life-year gained, or $3,200 
per quality-adjusted life-year gained. The 
corresponding figures for infants in the 
500- to 999-gram category were $102,500, 
S9,300, and $22,400. The authors con- 
cluded that "by even economic measure 
neonatal intensive care for infants weigh- 
ing 1,000 grams to 1,499 grams is superior 
to neonatal intensive care for infants 
weighing 500 grams to 999 grams. " Neo- 
natal intensive care for the lower birth 
weight group appeared to generate a net 
economic loss in all scenarios analyzed. 
Yet, when the analysis focused on clinical 
outcomes, it yielded a different conclu- 
sion. Here it was found that neonatal in- 
tensive care for infants weighing 750 
grams to 999 grams at birth resulted in the 
largest survival gain f or any subgroup. The 
apparent inconsistency introduced bv 
evaluating neonatal intensive care from 
these alternative perspectives highlights 
the difficulties attendant to decision mak- 
ing regarding high-cost, high technology 
medical services. 

As authors of these and other studies 
are quick to point out, cost-benefit analy- 
ses can help identify those programs that 
not onlv provide a health benefit to par- 
ticipants bin also pav for themselves in an 
economic sense. Programs that are consid- 
ered cost-beneiicial produce not onk a 
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survivor for the cost outlay, but also the 
future economic productivity of that sur- 
vivor. Because this situation is akin to a 
man's going into a store to buy a loaf of 
bread iva\ coming out with not only the 
bread but also more money than when he 
went in, it is a veiy restrictive criterion by 
which to judge a medical intervention. 
Mon pertinent questions to pose, espe- 
cially if costs outweigh the benefits in dol- 
lars generated by a program, are (1) 
whether societv deems the net costs worth 
undertaking in view of the health benefits 
produced by the program under consid- 
eration and/or (2) whether alternative, 
less costlv strategies exist to achieve similar 
health outcomes. 

Knowing that the economic costs of 
caring for ven low birth weight infants 
(those weighing less than 1,000 grams) 
outweigh the economic benefits forces 
policymakers to decide either that these 
expenditures are worthwhile despite the 
costs or that alternative strategies for sav- 
ing infants* lives need to be entertained. 

A rec ent studv by Joyce, ( ionium, and 
(hossman speaks directly to this di- 
lemma.™ 11 lev found that expansion of 
prenatal tare is a more cost-effective 
method of saving additional infant lives 
than expansion of neonatal intensive care. 
For w hites, the cost of saving an additional 
life by expanding the number of women 
who receive prenatal care in the first tri- 
mester is S31 per additional life saved in 
1984 dollars. The cost ol saving an addi- 
tional life bv expanding the number of low- 
birth weight babies who receive neonatal 
intensiv e care is per additional life 

saved. The comparable figures for black 
women and infants are S'M) in the c ase of 



prenatal care and S2.150 in the case of 
neonatal intensive care." 1<J These cost-ef- 
fectiveness ratios although suggestive are 
far from definitive because they do not 
consider improvements in neonatal inten- 
sive care technology. As with many policy 
alternatives, changes in technology, par- 
ticularly in rapidly developing fields of in- 
quiry, may be expected to shift the 
advantage of one or another approach to 
a given problem over time. 

New Neonatal Technologies 

Faced with the desire to improve the 
health of newborns and rapidly rising costs 
for the care of sick infants, the policymak- 
ers" dilemma is that not all technological 
innovations with potential clinical applica- 
tion may be cost saving. Two examples of 
recent improvements in NIOL' respiratory 
care, artificial surfactant and extracor- 
poreal membrane oxygenation (EGMO), 
illustrate this point. 

During the first week of life, many pre- 
mature infants are faced with the problem 
of breathing effectively with immature 
lungs. When clinically significant, (his 
problem is called respiratory distress syn- 
drome (RDS). RDS results from the failure 
of the premature infants' lungs to produce 
surfactant, a substance that allows the 
small air sacs in the lungs of premature 
infants to remain inflated during all 
phases of respiration, Providing prema- 
ture newborns with exogenous surfactant 
ameliorates RDS. Since the efficacy of ex- 
ogenous surfactant was demonstrated in 
1980, it has been synthesized commer- 
cially and is now instilled in the windpipes 
of newly born premature infants in an 
attempt either to prevent or to treat RDS 
and thereby decrease the accompanying 
morbidity and mortality. 

The early experience with artificial sur- 
factant lias been favorable. r,(M,K At a 
wholesale cost of approximately $900 per 
treatment for a neonate, it is relatively 
inexpensive and can be administered at 
virtually any Level II or Level III nursery 
without special equipment or monitoring. 
A recent analysis from Kn gland suggested 
that (he use of surfactant was cost-effective 
in ven low birth weight infants/* 1 and 
there lias been speculation that the dis- 
semination of the use of this material was 
responsible lor the decline in infant mor- 
tality witnessed in 1901. 70 

The second technology mentioned, 
KCMO, is a technique for bypassing the 
newborns* lungs altogether bv placing the 
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child on a machine similar to one used 
during open heart surgery. Not indicated 
for routine use in premature babies with 
RDS, ECMO is reserved for desperately ill. 
full-term babies whose condition is unre- 
sponsive to the conventional treatment of 
respirator)' assistance. Very few newborns 
are candidates for ECMO so the potential 
effect of ECMO on neonatal mortality is 
limited. Nonetheless there appear to be 
more centers in the United States with the 
capability to perform ECMO than are war- 
ranted by the number of infants who 
would benefit from the therapy.' 1 Accord- 
ing])', there is concern that the therapy 
may be used inappropriately and that costs 
associated with this technique may be dif- 
ficult to contain. As Southgate, who stud- 
ied the use of ECMO in Georgia 
concluded. "Short-si <h ted proliferation of 
ECMO units will almost certainly result in 
an increased consumption of shrinking 
health care dollars, as well as the unneces- 
sary duplication of services. . . .""^ 

Careful analysis of both the cost and 
the clinical efficacy of new technologies 
would be helpful in guiding the alloca- 
tion of resources so as to optimize both 
infant survival and the ultimate health of 
survivors. 

Conclusion 

VW have considered the impact of prena- 
tal, obstetrical, and neonatal care on the 
most important and easilv measured out- 
comes of infant health, namely the rate of 
low birth weight births and the rate of 
infant mortality. Though not all the stud- 
ies published to date have been well con- 
i lolled, abundant evidence has 
accumulated demonstrating that these 
two outcome measures do respond to the 
application of appropriate health services. 

Despite the recent slowing in the rate 
of decline of infant mortality and the lev- 
eling off in the decline of the low birth 
weight rate, there are continued reasons 
for optimism. The discrepancies that per- 
sist between white and nonwhite low birth 
weight rates imp]) that an improved distri- 
bution of prenatal care sen ices could have 
a signific ant impact on the rale of low birth 
weight births. The development of new 
agents to aid in the treatment of respira- 



tory distress syndrome raises hope that 
more widespread application of such treat- 
ments will significantly improve neonatal 
survival as well. Finally, expanded region- 
alization of prenatal, obstetric, and neona- 
tal -are in a coordinated approach to the 
entiie continuum of gestation, labor, de- 
liveiy, and early development holds out 
die promise of greater progress on both 
fronts. Though there is reason to be opti- 
mistic, recent experience has highlighted 
the needs of mothers and infants with 
emerging special problems. These include 
the increase in high-risk pregnancies 
caused by maternal substance abuse (see 
the Spring 1991 issue of The Future of Chil- 
dren, which deals with this problem) and 
pregnancies complicated by HIV infection 
which, although few in number, present 
the problems of severe chronic illness in 
both the mother and the infant (see the 
article by Perrin and Guyer in this [Winter 
1992] journal issue for a more complete 
discussion of HIV infection in children). 
Perhaps the greatest challenge, however, 
because of the sheer number of individu- 
als affected, is to improve birth outcomes 
in the face of increasing rates of povertv 
and an increase in the number of births 
to poor families, f^ 

The advance of obstetrical technologv 
into more advanced genetic and fetal 
screening, 7S fetal therapies to ameliorate 
potentially serious infant conditions be- 
fore birth/ 1 - 7 * 5 and other technologies 
such as home uterine monitoring to detect 
possible premature labor 7 *' as well as con- 
tinued advances in neonatology mav pre- 
sent both problems and benefits. Though 
there is clearly progress to be made, the 
politics of competing claims on limited 
resources dictates that those programs 
and activities which can deliver the great- 
est potential improvement iti newborn 
survival for the least investment are likely 
to prove the most attractive to decision 
makers. The effort to identify such pro- 
grams and activities deserves a prominent 
place on the research agenda in the im- 
mediate future. 

We are indebted to Victor R. I'whs and 
Eugene M. Leieit for helpful comments on an 
ea rlier draft. 1 1 r wis h to tha nk Patricia l)e \ 'ties 
for research assistance. 
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The authors of this paper identify risks to health and other factors that determine 
the need for health care services among children and adolescents. They document 
service utilization patterns in the areas of well-child care and immunizations, acute 
ambulatorv care and hospital services, and injury prevention. They also acknowledge 
the special health care needs of adolescents and of children with chronic illnesses. 

It appears that neither the traditional personal health service delivery system nor the 
public health svstcm alone can effectively provide all of the health services children 
need. Collaboration between public heaith and personal health service providers is 
essential to future efforts to improve the health of children and adolescents. Recom- 
mendations include development of community-based preventive care programs in 
all parts of the country, extension of current traditional primary care capabilities, 
assurance of access to primary care services, enhancement of public health activities, 
expansion of specialized adolescent health programs, and coordination of a com- 
prehensive set of medical and other services for children with chronic illness and 
iheir families. The authors conclude that, to be effective, future health system 
reforms must be implemented through a coordinated program of care rather than 
through competing svstems of services. 



The control of infectious diseases and the recognition of the value 
of preventive care have dramatically changed the health care 
needs of children. Infectious diseases such as pneumonia and 
influenza accounted for about 25% of deaths of children from 1 through 
5 years of age in 1950; by 1976, they accounted for less than 10%. 1 Infant 
mortality rates in the United States dropped from 47 per 1 ,000 live births 
in 1940 to less than 10 in 1990. Postneonatal mortality rates (deaths to 
infants 28 days to 1 year old) dropped during the same period from 18.3 
to 3.7 per 1,000 live births, 2 (See the article by Racine, Joyce, and 
Grossman in this journal issue.) 



6. 



ERIC 



New problems — including injuries, the effects of environmental 
toxins, family violence, homelessness, and disorders of develop- 
ment — increasingly define health care issues for children today. Injuries 
have emerged as the major cause of childhood mortality, morbidity, and 
disability.^ 4 Changing patterns of illness among adolescents have fo- 
cused attention on tasks of healthy development, including the promo- 
tion of physical fitness and healthy sexual behaviors, and the prevention 
of injury, substance abuse, unwanted pregnancy, sexually transmitted 
disease, and violence, as reflected in homicide, suicide, and major 
trauma (See the article by Starfield in this journal issue.) 

Changing health care needs have led to changes in patterns of 
outpatient and inpatient hospital utilization. Physician and nursing serv- 
ices delivered in physicians' private offices, hospital outpatient depart- 
ments, and clinics are increasingly preventive. In addition to routine 
immunizations, these services in- ^^^^^^^^^^^^^^^^^^^^^ 
elude behavioral counseling, par- 
ent education, and health promo- Changing health care needs 
tion guidance to families. Rates of have led to changes in patterns 
inpatient hospital care have de- of outpatient and inpatient 
dined, as have lengths of stay, indi- hospital utilization. 
eating both the changing patterns 
of illness and also greater use of 

ambulatory settings for the treatment of many acute and chronic health 
conditions. 5 - 6 New technologies frequentl) pla\ an important role when 
a child is hospitalized and when sophisticated care in the home and other 
nonhospital settings is needed. 7 

Other important trends in the past 2 decades include the growth of 
consumerism, increased survival of children with severe long-term ill- 
nesses, greater use of legislation and regulator)' mechanisms to improve 
child health, and higher rates of childhood poverty. Consumerism has 
led to greater interest in self-care and care by parents. Parents and family 
members provide significant amounts of care for minor illnesses without 
direct contact with health providers. Children provide more of their own 
care as ihey mature, and the few data available suggest extensive treat- 
ment with over-the-counter medication. 8 - 9 The family also has a major 
role in prevention, especially in promoting home safety, seat belt and 
bicycle helmet use, a healthy diet, and exercise. 

Government programs and specific legislation to protect children 
have major impacts on the health of American children and on the 
service deliver}' system. Since the mid-1960s, Medicaid has become the 
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major source of health insurance for poor children. (Sec the article by 
Hill in this journal issue.) Other federal and state programs, including 
maternal and child health programs and community health centers, 
provide access to primary health care services. 10 ' 1 1 Further efforts to 
protect children's health include legislation that requires packaging 
designed to prevent poisoning, 12 flame retardant sleepwear, 13 and auto- 
mobile passenger restraints for children. 14 Other health promotion 
efforts for children include the fluoridation of water and the federal 
vaccine program. Media campaigns linked to housing codes have led to 
lower water heater temperatures and decreased risks of childhood hot 
water scalds. 10 

The long-term survival of children with chronic illnesses and physical 
disabilities, some of whom have associated developmental disabilities, has 
greatly improved, 16 and these changing rates affect the organization and 
provision of health services for children. Poverty among children may 
offset many of the advances in child health care, however. Poverty is 
associated with increasing rates of poor health and childhood disability 1 ' 
(see the article by Starfleld in this journal issue) as well as greater use of 
more expensive health care services, especially inpatient hospital and 
emergency room care. 11 * 

In this paper, we have three objectives: (1) to identify risks to health 
and other factors that define the need for health care services among 
children and adolescents; (2) to document service utilization patterns in 
relation to these needs and barriers to services; and (3) to argue that future 
efforts to improve the health of children and adolescents must focus on 
community-level outcomes and include multidisciplinary models of care. 



Risks to Health and the 
Need for Services 

I'm* of health services among children 
and adolescents is determined by a com- 
plex interaction among patterns of ill- 
ness, protocols for preventive health care, 
features of third-party reimbursement 
plans, and factors dial facilitate or create 
barriers to care. 

Infants, Preschool, and School-age 
Children 

Most childhood illnesses are self-limited, 
thai is. the\ txpicalh iriprovc whether or 
not ihev are treated. The purposes of 
surveillance and treatment of these 
conditions are (1) to decrease pain and 
discomfort: V2) lo decrease the impact of 
lninoi illnesses on daib life (such as 
school or child care attendance and 
interruption of parental routine, includ- 
ing work) b\ decreasing the severity of 
symptoms or the length of illness; (3) to 
minimize consequences or complica- 



tions of illness (such as the treatment of 
streptococcal infections to prevent rheu- 
matic fever); and (4) to identify the rela- 
tively rare serious condition among the 
much larger number of minor illnesses. 

The health care needs of children are 
not defined by the patterns of in jury and 
disease conditions alone. New niorbiditx 
conditions — including behavior disor- 
ders, disorders of development, adjust- 
ment problems in adolescence, 
psychosocial issues i elated to chronic ill- 
ness, family violence, and abuse, and 
exposure to environmental hazards 1 '' 
sue h as lead — may also respond to medi- 
cal c are.- 0 Figure 1 pro\ ides estimates of 
the relative prevalence of several of these 
conditions. 

To some degree, changing utilization 
patterns ol personal health services re- 
flect this c hanging morbidin, although 
these changes may be poorh described 
in studies of child health services utiliza- 
tion. (See the article b\ SuuTield in this 
journal issue.) Many physicians have had 
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little training in these new areas, such as 
in responding to the more than 1 million 
children nationwide who experience 
abuse or neglect. 21 The current limited 
reimbursement for care of some of these 
conditions also discourages practitioners 
from using these labels to define the rea- 
sons for visits with the result that their 
true prevalence is underestimated. 
Current efforts to expand coding 
mechanisms for childhood behavioral 
and developmental conditions mav posi- 
tively affect identification and 
reimbursement.-^--^ 

Routine programs of screening have 
become an integral part of the delivery of 
child health services. Since 1961, when 
screening for phenylketonuria (PKU) 
began, the availability of simple screening 
procedures for the detection of inborn 
errors of metabolism in the neonatal pe- 
riod has resulted in a decrease in the num- 
ber of infants suffering the adverse effects 
of preventable conditions. Screening for 
PKU and congenital hypothyroidism is rou- 
tinely conducted in all 50 states and the 
District of Columbia. Approximately 4,500 
cases of diseases that can lead to death or 
mental retardation are detected each vear 
through the use of newborn screening. - * 



Routine preventive health care can be 
scheduled at intervals corresponding to 
the recommended immunizations against 
diphtheria, pertussis, and tetanus (DPT): 
poliomyelitis; hemophilus influenza; and 
measles, mumps, and rubella (MMR). Im- 
munization against hepatitis B has re- 
cently been added to recommendations. 
Beyond immunizations, children may also 
be screened for specific illnesses or health 
conditions, including lead intoxication, 
hearing and visual problems, scoliosis, tu- 
berculosis, and iron deficiency anemia.- r> 
.Also recommended are targeted screen- 
ing for sickle cell disease and for hvper- 
cholesterolemia. In addition, pediatric 
practice is an appropriate setting for as- 
sessing risks of developmental, behavioral, 
and educational problems, and for search- 
ing for problems in the family, such as 
parental depression, substance abuse, 
physical and sexual abuse, or smoking. 

Content of Weli -child Care 
The content of well-child care can be as- 
sessed in two broad areas: reducing child 
mortality and morbidity, and promoting 
optimum growth and development.-^ The 
goal of reducing child mortality and mor- 
bidity includes disease detection through 
the physical examination and other 



Figure 1. New Morbidities of Childhood 




"Does not include sexual abuse 



Source: U S. Department of Health and Human Services. Healthy People 2000 Notional Health 
Promotion and Disease Prevention Objectives. Washington. DC: US Government Printing 
Office (DHHS PHS 91-50212), 1991; Newacheck, P.W.. and Starfield. B Morbidity and Use of 
Ambulatory Care Services Among Poor and Non-poor Children. American Journal of Public 
Health (1988) 78.927-33. 
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screening mechanisms and disease pre- 
vention through immunization. Despite a 
substantial literature which shows that few 
physical abnormalities are discovered dur- 
ing the routine well-child physical exami- 
nation,- 4 - 20 - 27 this aspect of well-child care 
continues to occupy the bulk of time in 
physician visits. 28 

The Committee on Practice and Am- 
bulatory Medicine of the American Acad- 
emy of Pediatrics (AAP) currently 
recommends six well-child visits during 
the First year of life, six visits over the next 
4 years, and visits even other year to age 
20. In addition, the AAP recommends one 
maternal prenatal visit to a pediatrician 
for anticipatory guidance (for example, 
what to expect regarding sleep and crying 
patterns and how to cope with them) and 
to collect the pertinent medical and 
family history 29 (See the article by Rac- 
ine, Joyce, and Grossman in this journal 
issue.) The guidelines recommend taking 
a history and measurements (height, 
weight, head circumference through the 
fu st year of life, and blood pressure after 
age 3), as well as developmental and 
behavioral assessments, physical examina- 
tion, and anticipatory guidance (includ- 
ing counseling on feeding and sleeping 
habits, accident prevention and safety, be- 
havior, and sex education) . A typical well- 
child visit lasts 10 to 12 minutes and may 
include laboratory work and other health 



screening measures 



28 



Observation of physician-patient inter- 
actions in private pediatric practices has 
found that anticipatory guidance ac- 





9 



counted for 8.4% of the total time spent 
during well-child care visits. The time 
spent on anticipatory guidance varied 
from 1 Vl> minutes per visit with parents of 
children under 5 months of age to 7 sec- 
onds with adolescent patients 28 Increased 
utilization of pediatric nurse practitioners 
may be a cost-effective way to increase the 
educational component of well-child care. 
Research suggests that nurse practitioners 
provide parent education that is compara- 
ble to that provided by pediatricians, but 
their visits are longer because they tend to 
discuss developmental and behavioral is- 
sues in greater depth and to give parents 
more opportunity to talk.** 0 

Immunization and promotion of pre- 
ventive health behaviors are the major 
rationales for well-child care. Immuniza- 
tion against childhood infectious diseases 
is the single most effective and cost-effec- 
tive intervention available to reduce 
morbidity and mortality. 21 Other preven- 
tive interventions, however, are less well 
addressed in well-child care. Only 4 sec- 
onds of the well-child visit, on average, are 
devoted to injury prevention, even though 
injuries are the leading cause of death and 
disability in childhood. 28 

The second broad area of well-child 
care — promoting optimum growth and 
development — encompasses counseling 
about mother-child interaction, develop- 
mental advice, and parenting advice. The 
goals of this component of pediatric 
practice are poorly defined. De facto, 
pediatricians find themselves giving psy- 
chosocial guidance, offering advice on 
emotional disorders, and counseling for 
problems in family relationships and 
child behavior.^ 1 Although the effective- 
ness of such clinical interventions has not 
been adequately studied, there is a 
substantial professional and parental con- 
sensus about their importance. 

In general, counseling and advice in 
pediatric practice is based upon the clini- 
cal guidelines developed through expert 
committees. These guidelines represent 
state-of-the-art advice from the best avail- 
able clinical experience and the shared 
cumulative experience of clinicians and 
academicians. They lack a strong empiri- 
cal base because no randomized clinical 
trials have been carried out to evaluate the 
efficaev of pediatric counseling interven- 
tions in improving the health stains oi 
children. We believe, however, that the 
absence' of a strong empirical research 



:RLC 



65 



U.S. Health Care for Children 



63 



base in this area of child health care does 
not necessarily lead to the conclusion that 
these activities are not worthwhile, as was 
prematurely concluded by the Office of 
Technology Assessment in 1989. Further 
research is needed to evaluate both the 
recommended guidelines and the care 
that is actually being provided. 

All the benefits of well-child care have 
not been clearly articulated. In addition to 
helping prevent premature death or seri- 
ous illness, well-child care may offer sup- 
port and reassurance for families and 
provide a "medical home" for parents if 
their child develops an acute illness. The 
medical home promotes continuity of care 
and provides the physician with baseline 
measures of the child's health status be- 
fore the onset of illness. 32 Identifying se- 
rious conditions is sometimes complex: 
fever and irritability in a very voung child 
usually indicate a minor viral illness, but 
they may indicate a far more severe and 
life-threatening disease, such as meningi- 
tis or sepsis. As with much else in medical 
care, demonstrated efficacy of treatment 
for many common childhood illnesses is 
either limited or lacking. 33 

Sources and Utilization of Health Care for 
Children 

Health services for children are available 
from several sources. For most children, a 
community-based physician (usually a pe- 
diatrician or family practitioner) provides 
most care, including preventive services 
(immunizations and anticipatory guid- 
ance) and care for most common illnesses. 
Although the majority of community- 
based pediatric care is supported through 
some form of fee-for-service payment, in- 
creasing numbers of children receive care 
through prepaid programs, mainly health 
maintenance organizations (HMOs) . (See 
the article by Sheils and Wolfe in this 
journal issue.) 

Other important sources of general pe- 
diatric care are community health centers 
and public health departments. Commu- 
nity health centers may integrate general 
health services with different combinations 
of community preventive services, linking, 
for example, Women, Infants, and Chil- 
dren (WIC) nutrition programs, social 
services, and mental health programs, 
among others. Community health centers 
usually serve high-risk communities with 
high rates of poverty and environmental 
and social risks affecting child health. 
Medical services provided in health centers 



are supported by third-party payers (mostly 
public, through Medicaid), by fees col- 
lected from patients (frequently on a slid- 
ing scale pegged to income) , and by direct 
service grants (especially through the fed- 
eral community health centers program). 



Coordination among preventive 
and treatment services may 
be substantial in some places, 
absent in others. 



In some communities, a full range of 
preventive and treatment services is read- 
ily available. Other communities may lack 
major components or have major access 
barriers to immunizations or other serv- 
ices. Coordination among preventive and 
treatment services may be substantial in 
some places, absent in others. In most 
European countries some form of commu- 
nity-based preventive or general health 
care is available to all residents, regardless 
of social or economic status. 34 Many U.S. 
communities lack similar services, and 
children thereby either go without services 
or receive them in settings designed for 
other purposes, such as hospital emer- 
gency rooms. 

Most private health insurance pro- 
grams cover illness care for children, but 
many do not cover the costs of preventive 
services such as immunizations. HMOs, 
which incorporate both insurance and or- 
ganizational functions, typically do cover 
the costs of preventive care for children. 
Medicaid, the main public insurance pro- 
gram for low-income children, also pays for 
preventive care, including immunizations. 
Variations in public financing also affect 
children's access to preventive health care. 
To receive immunizations in traditional 
fee-for-service practice settings, parents 
usually pay directly for the service. In some 
communities, public health departments 
offer free immunization clinics. 35 Other 
communities lack the budgets to provide 
such services to many children who need 
them. In some parts of the country, espe- 
cially the rural South, health departments 
provide a broader range of general child 
health services, including both preventive 
and treatment services, either free of 
charge or on a sliding-fee scale. 35 Nonfi- 
nancial barriers such as culture or geogra- 
phy may. however, also limit access. 
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especially in community health centers. 
(See the articles by Shells and Wolfe, Hill, 
and Klerman in this journal issue.) 

The data on utilization of preventive 
services by young children are disturbing. 
Using data from the 1987 National Medical 
Expenditure Survey (NMES), Lefkowitz 
and Short found that a significant propor- 
tion of 2-year-old children did not receive 
preventive health care. 36 Twenty-five per- 
cent of Medicaid children, 30% of unin- 
sured children, and 20% of insured 
children had not had a preventive health 
care visit during the previous year. When 
examining the rate of preventive visits by 
racial and/or ethnic groups. Lefkowitz and 
Short found that 20% of white children 
had received no preventive health care vis- 
its, whereas 33.4% of black :hildren and 
33.0% of Hispanic children nad made no 
preventive visits to a Y allh care provider. 

Data from the 1989 National Health 
Interview Survey (NHIS) indicate that, on 
average, children 0 to 5 years of age have 
about 4. 1 physician visits annually, and chil- 
dren 5 to 17 years of age have 2.2 visits per 
year. When telephone and hospital physi- 
cian contacts are included in the number 



of physician contacts, these figures in- 
crease to 5.8 and 3.1 contacts per year, 
respectively. 37 

Visits vary by family income, race, and 
insurance status, Children under 18 years 
of age whose family yearly income is under 
$10,000 have 2.3 otnce visits per year (or 
3.6 total contacts) , whereas children whose 
annual family income is between $10,000 
and $19,999 have 2.1 office visits per year 
(or 3.3 total contacts). 37 This difference 
serves as an illustration that the near-poor 
(the most likely to be uninsured) have 
fewer health care visits than do the poor, 
who have Medicaid to pay for their health 
care. Monheit and Cunningham in this 
journal issue provide a detailed analysis 
that confirms the relationship between 
insurance status and the utilization of 
medical services bv children. White chil- 
dren under age 18 make 3.0 office visits 
(4.2 total contacts) , whereas black children 
in the same age category make 1.6 office 
visits (2.5 total contacts). 37 

Hospital Services 

Rates of hospitalization and lengths of 
hospital stay have declined for both chil- 
dren and adults over the past decade. 



Figure 2. Major Causes of Adolescent (10-19 Years Old) 
Mortality, 1985 
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•including neoplasms, congenital anomalies, and a number of relatively rare conditions. 



Source- Fingerhuf. L . and Kleinman, J. Trends and Current Status in Childhood Mortality. U.S 
1900-1985. Vital ana Health Statistics. Series 3. No. 26 (DHHS Pub No. 89-M10). Hyattsville, MD; 
National Center for Health Statistics. 1989 
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Approximately 2.4 million < hilrfrcn under 
age l. r > \c v ars were hospitalized in 19*J(). 
representing a decline of about 29 f ,r. from 
IU84.^ Children utilise a relativeh small 
proportion of total acute hospital care 
( less than S cv c of total hospital discharges) . 
Data from the 1990 National Hospital Dis- 
charge Survev indicate an overall average 
of 0.21 hospital davs per child per vear. 

The number of children in hospitals 
with chronic health conditions rather than 
acute ones has been increasing. Recent 
estimates at specialty hospitals suggest that 
about 70 a c of all childhood admissions 
currently are for chronic conditions.-^ 
Major advances in medical and surgical 
technology have led to die survival of a 
greater number of severely ill children. 
Technological advances, especially min- 
iaturization oi complex equipment, have 
also increasingly allowed technology - 
<le pendent children to receive care in 
home and community settings. 

Recent studies have demonstrated size- 
able variations in rates of hospitalization 
for children. I* s Children residing m Bos- 
ton. Massachusetts, for example, have 
about three times the risk of hospitaliza- 



tion lor medical problems as do children 
in Rochester. New York. These communi- 
ties have similar medical resources, as in- 
dicated bv per capita physician and 
hospital bed rates, but the Boston popula- 
tion is poorer than that of Rochester. 
Because poverty increases children's risks 
o ('hospitalization, variations in poverty lev- 
els among communities mav explain some 
but not all of the variations in rates of 
hospitalization. Oilier causes likelv in- 
clude the availability and tvpes of commu- 
nity-based general health services for 
nonpoor children and physician practice 
stv!e. Children who lack regular comnui- 
niiv-bascd phvsiciau care are more likelv 
to use emergency looms**' and are more 
likelv to be admitted to the hospital when 
thev do. 

Adolescents 

Adolescents. 10 through 19 vcars old. rep- 
resent the onlv segment of the U.S. popu- 
lation in which mortality rates have not 
declined rapidh during the past 2 dec- 
ades. : ' The major causes of mortality din - 
ing adolescence are motor vehicle 
accidents (38%). natural causes (27*7), 
suicide ( 10'?,). other violence and injuries 



Figure 3. Estimated Prevalence of Adolescent (10- 19 Years 
Old) Health Problems" 
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'High school seniors having five or more drinks in the past 2 weeks 
••Composite of dates, but basically 1976-1989 



Source U S. Department of Health and Human Services Heolfhy People 2000 National HeUth 
Promotion and Disease Prevention Obiectives. Washington. DC. US Government Printing 
Office (DHHS PHS 91-50212). 1991 
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(10%), homicide (9%), drowning (4%), 
and fires (2%P (see figure 2). Half of the 
motor vehicle accidents that result in the 
death of an adolescent involve alcohol. 40 
Thus, 73% of the deaths that occur 
between the ages of 10 and 19 years can be 
attributed to intentional and uninten- 
tional injuries and violence. Many of the 
behaviors that lead to these deaths can be 
targets of prevention and intervention ac- 
tivities by the health care system, the com- 
munity, and individual health care 
providers. 



Seventy-three percent of the deaths that 
occur between the ages of 10 and 19 
years can he attributed to intentional 
and unintentional injuries and violence. 



Goals for adolescent health go well bc- 
vond the prevention of violence and injur) 
to include developing healthy behaviors 
related to sexuality, physical fitness, and 
dietarv habits, and preventing substance 
abuse! Issues related to sexuality include 
prevention of unwanted teenage preg- 
nancy (and the subsequent choices regard- 
ing parenting, adoption, or abortion if 
pregnancv does occur) and sexually trans- 
mitted diseases, including HIV infection 
(see figure 3). To have an impact, educa- 
tion regarding these issues should start 
prior to adolescence, when children are 
beginning to think about these behaviors. 

Addressing the health care needs of 
adolescents may necessitate modification 
of some sectors of the health care system 
to accommodate their special circum- 
stances. (See the article by Klerman in this 
journal issue.) Barriers to the effective use 
of traditional health care services by ado- 
lescents include discomfort with tradi- 
tional health care settings, lack of 
insurance coverage or money to cover the 
cost of care, 41 parental consent require- 
ments for some services, lack of office 
hours that do not conflict with school 
hours, and the inability or refusal of some 
adolescents to comply with the recom- 
mended medical treatment or follow-up. 42 
Many adolescents cither do not use medi- 
cal services or, when they do, receive little 
he p for their special problems. Physicians 
may represent parent-surrogate authority 
figures for many adolescents, affecting 
adolescents' comfort in medical settings. 
In addition, a greater need for privacy — a 



normal part of adolescent development — 
makes issues of aexuality, drug and alcohol 
use, cigarette smoking, and other behav- 
iors that expose them to health risks diffi- 
cult to disclose to health care providers, 
Finally, many physicians remain uncom- 
fortable or unskilled in addressing these 
issues with their adolescent patients 43 As 
a result, adolescents between the ages of 
10 and 18 make only 1.6 visits to an office- 
based physician each year. White adoles- 
cents make 1.7 visits, compared with 0.9 
visits made by black adolescents. 44 With 
this limited number of contacts, tradi- 
tional health care providers may have little 
impact on many problems experienced by 
adolescents. 

Moreover, adolescents are not a ho- 
mogeneous population. Among the ado- 
lescents at highest risk for poor health 
outcomes are homeless and runaway 
vouths. Up to one million youths run away 
from home each year. 45 Among homeless 
and runaway youths, 48% are depressed, 
46% have substance abuse problems, 31 % 
have been victims of physical abuse, 21% 
sexual abuse, 58% have school-related 
problems, and 9% have engaged in sexual 
activity (prostitution) to survive on the 
streets. 46 Yet, despite the high-risk emo- 
tional and behavioral profile of this popu- 
lation, access to and utilization of health 
services are low because many of the same 
barriers that limit effective use of health 
services* by adolescents living in intact 
families present even more formidable 
obstacles to homeless and runaway 
youth. 47 

Integrating Services in the 
Community 

Even where an effective intervention such 
as immunization exists to protect the 
health of children, the traditional organi- 
zation of health care services has failed to 
assure the availability of the intervention 
to all children. In addition, traditional 
practice patterns may be inadequate to 
protect children and adolescents from 
broader risks, such as exposure to injuries. 
These observations lead us to support an 
expanded approach to child health care 
that integrates the roles of the office- and 
clinic-based pediatric practitioners with 
community-based child health practitio- 
ners. Similarly, responsive preventive care 
for adolescents may require a departure 
from traditional models. 
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Infants, Preschool, and School-age 
Children 

Multidisciplinury models of care nuiv l>e 
needed to improve the health status of all 
children. Such models already exist in 
most Western European countries.** 
This concept can he demonstrated bv ex- 
amining the coordinated responses of 
]>ublic and private health providers at the 
commnnity level which are necessiir\ to 
achieve recommended levels of ininumi- 
/ation by 2 years of age and to protect 
school-age children f rom the risk of injuiv. 

The I'niled States has an enviable record 
of achieving \ cry high lewis of immuniza- 
tion of school-age children. All states re- 
quire that a child receive a basic set of 
immunizations as a condition of school 
entry, and, as a result, L'.S. immunization 
rates for school-age children are gcnerallv 
higher than those of most other industri- 
alized countries. ,() Nonetheless, data from 
the IDtSa national immunization suivev 
(the most recent source of national data 
on immunization status) showed that, 
among children 1 to 4 vears old, 21.2 C 7 
were not immunized against measles, 
24..S r r were inaucq natch protected 
against polio, and 13 f ? were inadequatelv 
protected against diphtheria, pertussis, 
and tel;nms.~ ,n Bv 1990, the proportion of 
low-income, inner city children fulh int- 
niuni/ed against all the vaccine-prevent- 
able diseases bv age 2 vears was estimated 
to have fallen to less than SO'?."' 1 As a 
result of low and declining levels of immu- 
nizations during the 1980s, epidemics of 
measles occurred in 1989 and 1990, with 
1SJ9S and 27,672 cases reported in those 
wars."' 1 Nearly half of these cases (4K.I f V) 
occurred in children less than r> vears of 
age. More than one third (if the children 
in the age group who contracted measles 
in 1990 were eligible for vaccinations but 
had not been \acc mated. 

Moreover, the Tinted States failed to 
meet a ke\ immunization obje< li\c loi the 
vear 1990. that by 2 vears of age, 90 f T of 
children would be immunized against the 
major childhood diseases, particularly 
measles. , - 1 Thus, for the single most 
act epted and cosi-effe< live component of 
well-duld care — tontine immunization — 
the health care svsiem has failed to 
achieve national objectives, failed to 
maintain the professiottallv recom- 
mended immunization schedule, and 



ERLC 



failed to protect voting c hildren from the 
threat of disease. 

Immunization coverage of a popula- 
tion is a function of three interlocking 
domains: (I) health-seeking ; behavior on 
the part of parents of young children. (2) 
barriers to care, and (3) provider practices 
that inhibit appropriate immunization. v - 
Kach of these domains appears to contrib- 
ute to the failure to assure adequate im- 
munization levels, although their relative 
contributions are not known. 

Poor children are less likelv to he im- 
munized because they receive less preven- 
tive health care overall, stemming, in part, 
from negative family attitudes toward 
health care, disbelief in su^cepiibilitv to * 
disease, or a feeling of powerless t less to 
prevent disease.-"' 1 * Marks and colleagues 
found that low maternal educ ation was a 
risk factor, implying that a clear under- 
standing of immunization as an effective 
protection against disease was lacking in 
these mothers.-'* 

The l\S. health care s\stem is not 
equally accessible to all children. Dulton 
has linked low utilization among the poor 
to access barriers. "'^ (See the article b\ 
Klerman in this journal issue.) In the face 
of financial barriers to appropi iatr immu- 
nization, main- families now seek care 
from publicly subsidized maternal and 
child health centers, conmnmit\ health 
centers, or count)- health departments. 
Unfortunately, users of these facilities 
often face inadequate supplies of vaccine, 
inconvenient hours and locations, and 
long waiting times." 1 " 1 
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Overall, however, variation in office 
and clinic practices among primary and 
preventive health care providers may he 
the most important component of die f ail- 
ure of the health care system to assure 
adequate immunization coverage. Studies 



Variation in office and clinic practices among 
primary and preventive health care providers 
may be the most important component of the fail- 
ure of the health care system to assure adequate 
immunization coverage. 



bv the Centers for Disease Control of 
recent measles outbreaks in Puerto Rico. 
Miami, and Los Angeles found that one 
third of children who had failed to receive 
a measles, mumps, and rubella (MMR) 
vaccination had actually presented them- 
selves for preventive care at the appropri- 
ate time, hut their providers had missed 
opportunities to immunize t hem .- r,h These 
obsctvations are consistent with earlier re- 
search/' 0 - 3 7 In addition, the use of multi- 
ple providers, which reduces the 
continuitv of care, decreases the likeli- 
hood of adequate immunization. Ki- 
naih, lack of knowledge among some 
phvsicians about scheduling, contraindi- 
cations, proper vaccine storage, and po- 
tential complications ma\ be associated 
with lower rates of immunization among 
children.™ 

A successful conununilN -based immu- 
nization program must inc hide an accessi- 
ble svstem of comprehensive primarv 
health t are, coordination between pediat- 
ric and public health practitioners, com- 
munitv surveillance of immunization 
status, an interactive information svstem 
containing the immunization status of 
each child that is accessible lo all provid- 
ers, and incentives lo families to seek pre- 
ventive health sen ices for immunization 
beginning by the second month of life. 
Kffotts in link adequate immunization u> 
child care entry or to participation in 
benefit programs like \V1( "or Aid to Kami- 
lies with Dependent Children (AKDC) 
ha\e also been ie< ommended. >■> 

Injury Prevention 

The major threats lo the health of chil- 
dren 5 to 1 1 \ears of age are pedestrian, 
motor \ehiele occupant. bir\clc-t elated, 
and lecieational and sports-related inju- 
ries. In HWH. I,W1U children 5 to 11 vears 



old died of injuries, KM as pedestrians, 
and 910 as motor \ chicle occupants.*"* 0 
Sports-related injuries were estimated to 
account for more than 90, 000 inpatient 
admissions and 2.5 million emcrgeno 
room visits in 1985. ir>l 

Although child health care* providers 
have often been in the forefront of com- 
munitv efforts to protect children (wit- 
ness the role of Dr. Robert Saunders of 
Murfrcesboro, Tennessee, in advocating 
for the nation's first child passenger safety 
legislation in 197S). they have generalh 
relied upon office-based anticipatory 
guidance as their method for influencing 
child safetv, with mixed results/ 1 - Despite 
efforts bv the AAP lo promote a compre- 
hensive program of office-based injury 
counseling, The Injury Prevention Pro- 
gram (TIPP), relatively few pediatricians 
activeh use the program, and few alterna- 
tives are available. Studies are currently 
under wav to explain the failure of pedia- 
tricians to use TIPP. <W 

Bicycle safet\ is an area in which child 
health care providers must join efforts with 
public health and other comnumitv-based 
agencies to address childhood injun suc- 
cessfulK. There is now good evidence that 
safetv helmets reduce the risk ol brain 
injuries in falls from bicvclcs by as much 
as cSr/V., 1 * 1 vet fewer than Wl of bioclc 
riders of all ages wear helmets. Iu One 
recent studv found convincing e\idence 
that a low-cost classroom intenention suc- 
ceeded in j)romoting helmet use among 
elementarv school pupils.' 1 * 1 I'nfortu- 
natelv, several controlled studies of bicycle 
helmet promotion in physicians' offices 
and emergencv rooms have not demon- 
strated succcsscs. <i ''- , ' s As Rinnan and Run- 
yan concluded, physicians must not 
abandon their efforts lo educ ate families 
about these risks, but must, in addition, 
join communitv-wide efforts to promote 
safci\ through legislation, regulations, 
school-based educational efforts, and im- 
proved environmental efforts. l>i) Health 
care professionals at all levels must find 
opportunities to build eomntunilv coali- 
tions involving medical care providers, 
school officials, parents, and public health 
agencies. 

Adolescents 

Foi man \ adolcsc en ts, the c ui ren I 
swem that delheiscate through private 
phvsician practices, community health 
< enters, and adolesc cut health programs 
works well. Rates ol serious illness among 
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adolescents are low. and the tasks of ado- 
lescent health care typical lv focus on pre- 
vention and encouragement of healthv 
life-styles. Effective programs for adoles- 
cents help them to develop self-care 
skills, encourage exercise and appropri- 
ate diet, and decrease major risks to 
health such as smoking, alcohol use, and 
other substance abuse. Further preven- 
tive care tvpically includes preparing 
adolescents for healthv sexual activity 
and teaching them methods of early 
identification of disease, such as through 
breast or testicular self-examination. 

Alternative programs have been devel- 
oped in response to the difficulties some 
adolescents have in accessing health care. 
These programs include specific clinics lor 
adolescents in areas where tlicv often con- 
gregate (such as shopping mails) and 
school-based clinics that are available (lur- 
ing and after school hours. (An anaivsis of 
school-based clinics appeared in die Spring 
1992 issue of The Future of Children.) Fur- 
ther, health services are needed for hard- 
to-reach adolescents, such as homeless, 
runaway, and incarcerated youth.' 0 Unfor- 
tunately, few adolescents have access to 
services that are especially designed to 
meet their health care needs. School-based 
clinics exist in fewer than 200 of the 16.000 
school districts nationwide. 71 

An evaluation of the impact of 23 
school-based clinics on access to health 
care for adolescents from low-income 
households found that manv of those en- 
rolled in the clinics were previously medi- 
cally underserved. • 1 Twentv-one percent 
had no regular source of medical care, 
f>8% were self-pay (likely to be uninsured ) , 
and 21 '? had made no health care visits in 
the past 2 years. These clinics provided 
comprehensive services. Of the primary 
reasons for visits to these clinics. 26% were 
lor acute injury and illness. 21% for men- 
tal health, and \2°c for other categories 
including reproductive health care, physi- 
cal exams, immunizations, and hearing 
and vision screening. Alcohol and ding 
abuse services constituted onlv \ °c of the 
primary reasons for a visit. 

Community and public support has 
been highly variable for these services, in 
pan reflecting the controversy over pro- 
viding contraceptive devices — including 
c ondoms and prescriptions — in school set- 
tings. The emphasis on the family plan- 
ning role of school-based < linics conceals 
the fact that 80% of the main reasons for 



visits to these clinics concerned issues 
other than family planning. 47 European 
countries provide universally available 
community-based preventive services, 
which provide many preventive services to 
adolescents."- Similar forms of preventive 
care are not available in most communities 
in the United States. 

The high-risk behaviors engaged in by 
some adolescents cannot be addressed 
solelv or sufficiently by the health care 
system. A multifaceted intervention ap- 
proach that is available, accessible, and 
affordable is needed to address the needs 
of adolescents. Increasing numbers of spe- 
cialists in adolescent medicine mav also 
help to focus attention on the develop- 
ment of new interventions to improve ado- 
lescent health. 

Children with Special 
Needs: The Case of 
Chronic Illness 

Some children's health problems make 
special demands upon children's health 
services. These conditions include chronic 
or catastrophic illness, major trauma, de- 
velopmental disabilities, and children at 
environmental and social risk. We focus 
here on the example ot childhood chronic 
illness as it illustrates the implications of 
these categories of special need. 

Between \W and 30% of all U.S. chil- 
dren have some kind of chronic health 
impairment, although die large majority 
of these conditions are mild and have little 
impact on children's daily activities or 
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utilization of health services.'*-" 1 About 
10% of children with chronic illnesses, or 
perhaps 2 million children nationwide, 
have severe conditions that require exten- 
sive health services. (See the article bv 
Starfield in this journal issue.) Of this 
group, onlv asthma and common (and 
usually less severe) forms of congenital 
heart disease occur with any great fre- 
quence . As figure 4 indicates, other indi- 
vidual conditions — such as leukemia, 
arthritis, diabetes, cystic fibrosis, epilepsv. 
and kidney failure — are rare. Estimates of 
the utilization of services by this popula- 
tion van', but they generally suggest that 
the approximately 2'7 of children with 
severe illnesses use at least 25% of the child 
health dollar. 7 " This figure represents, in 
part, the higher-l ban-average utilization of 
inpatient hospital care bv this group of 
children. (See the at tide bv L.ewit and 
Monheit in this journal issue.) 

Although a common view is that main 
children with severe chronic illnesses die 
in childhood, current estimates ot survival 
suggest that at least 90 c f of children, even 
with verv severe long-term illnesses, survive 
to voting adulthood. 16 These rates reflect 



Figure 4. Estimated Prevalence of Childhood 
Chronic Illnesses* 




'Composite ot dates, but basically 1979-1981 



Source Gortmaker. SL. and Sappenfield. W Chronic Childhood 
Disorders Prevalence and impact Pediatric Cimcs or North America 
,1984) 31 3-18 



a dramatic change in the past quarter 
centurv. brought about bv major improve- 
ments in medical and surgical technolo- 
gies and in the distribution and availabilitv 
of sophisticated medical care. Indeed, 
these remarkable survival ra'ts reflect 
some of the important successes of U.S. 
health care. Thus, where until relatively 
rccentlv the emphasis was on improving 
survival rates, the emphasis now is on im- 
proving the quality of life for the large 
majoritv of chronicallv ill children who 
survive to become voting adults, most of 
whom can participate as active members 
in most aspects of adult life. 

AIDS creates challenges for house- 
holds and health services similar to those 
from other chronic illnesses, with some 
important distinctions. First. AIDS in chil- 
dren is highlv concentrated in poor and 
minority families. " Ii The disease had by 
1988 become the first and second leading 
cause of death among Hispanic and Afri- 
can-American children, respectively, ages 
1 through 4 in New York State. 7 " 7 Second, 
it carries a very high fata'.itv rate, with few 
infected children current lv expected to 
survive to adulthood. Third, its main mode 
of acquisition (congenitallv from infected 
mothers) means that other family mem- 
bers (especially mothers) mav also be ill 
and therefore unable to care for their chil- 
dren. Bv late HHH it was estimated that 
\()% of all pediatric hospital beds were 
occupied bv children with AIDS." 8 Cur- 
rentlv affecting fewer than 1 in 20.000 chil- 
dren. AIDS will likelv increase in 
prevalence, and treatment advances will 
likelv improve survival rates among in- 
fected children. These trends, if realised, 
will probablv increase the demands placed 
on the heaUh care svstem for sen ices for 
children with AIDS and for those infected 
with tilV. 

Families provide substantial care for 
children with special health needs. Studies 
bv Breslau and colleagues indicate that 
mothers spent significant!*' increased time 
at home caring for children with chronic 
illness and were less likelv to be emploved 
outside the home."-' The children in these 
studies were mainlv ones with moderatelv 
severe illnesses. In rec ent years, many chil- 
dren with much more severe illnesses, in- 
cluding manv dependent on major 
technologies, such as respirators or intra- 
venous or tube feedings, have received 
c are at home. Manv of tiiese children re- 
quire extensive nursing care, monitoring, 
and the use of complicated equipment. 
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often around-the-clock. Tliis move toward 
increased home care is the result of several 
factors: the desire of most families to take 
more responsibilitv for the care of their 
own severely ill children and to have these 
children at home with the familv, the 
growth of technologies allowing more 
miniaturization, and efforts at cost con- 
tainment that encourage home care as a 
less expensive alternative to continuing 
in-hospital care. 7 

Technological advances, especially in 
genetics, are changing the pieventive is- 
sues related to chronic health condi- 
tions. 8 ^ Two main genetic interventions 
exist: the ability to predict before concep- 
tion the risk of conceiving a fetus with a 
given genetic disorder and the identifica- 
tion of an affected fetus earlv in preg- 
nanes Most recent advances in genetic 
technologies provide increasingly sensi- 
tive wavs of defining the specific genetic 
defect, allowing earlier and much more 
exact determination of risk or disease. In 
addition, the detection of a fetal anomaly 
mav now lead to termination of pregnancv 
or to oiher options, including a change in 
the timing or in the mode of delivery, or 
in prenatal treatment. Prenatal treatments 
include intrauterine surgery, 8 * transfu- 
sions, 8 ^ and delivery of medications to in- 
crease fetal survival rates and enhance 
peri- and postnatal development. Detec- 
tion of a fetal anonialv may also allow the 
parents to be better prepared to deal with 
the special medical and other needs of an 
afflicted infant after birth. 

Other rccentlv developed technolo- 
gies improve the lives of these children 
after they are born. There have been dra- 
matic improvements in surgical tech- 
niques for the management of congenital 
heart disease, greatly improved medica- 
tions for the treatment of leukemia and 
other childhood cancers, and therapeutic 
advances in the management of children 
with cvstic fibrosis to lengthen their life 
spans. Children who are dependent on 
ventilators or who receive long-term 
intravenous feedings at home ate exam- 
ples of beneficiaries of other technological 
advances. Office of Technology Assess- 
ment estimates (figure 5) are that 20,000 
to 30.000 U.S. children may require home 
care with significant technology depen- 
dence. 8 4 Recent research suggests that the 
cost of home care can be exceptionally* 
high, for some children well over SI 00,000 
per vear. However, such costs are still 
lower than those tvpicalh assoc iated with 



hospital care. Although some of these cost 
differences reflect true savings, many pri- 
marily reflect cost shifting from hospitals 
or insurers to parents. 7 

Children who survive with long-term 
chronic illness face risks of secondary dis- 
ability, as well as higher risks of mental 
health problems and educational dysfunc- 
tion. 8 ^ 86 Multiple studies document that 
compared with apparently healthv chil- 
dren, children with long-term illnesses 
carry about twice the risk of having signifi- 
cant behavioral or psvehiatric prob- 
lems. 7487 Most studies find that, with the 
exception of conditions that affect the 
central nervous system, all chronic ill- 
nesses whether severe or not seem to pro- 
duce approximately the same increase in 
this risk. Children with chronic central 
nervous svstem conditions appear to have 
up to five times the risk of having signifi- 
cant behavioral or psychiatric problems as 
children without apparent illness. 88 

Chronic illness also significantly af fects 
a child's ability to participate in regular 
education activities. 8 ^ Many developmen- 
tal disabilities create the need for special 
education services that take into account 
the effect of the developmental problem 
on the child's aoilitv to learn. Most chronic 
illnesses, however, create no direct impact 
on the child's ability to learn, although 
excessive fatigue and the effects of medi- 



Hgure5. Chidten Dependent on Technology, 
Population Estimates 



Parenteral Nutrition 



/entitotor Dependent 



:/thor Respiratory /Nutrition 



<v Tnetopio* 




10 '5 20 

Dotes per 1 000 Children 



'Includes children assisted with devices such as urinary catheters or 
colostomy bags. 



Source: Multiple data sources (mainly 1985-86). documented in U.S. 
Congress, Office of Technology Assessment. Technology-dependent 
Children: Hospital vs. Home Care. Washington DC: U.S. Government 
Printing Office(OTA-TrvVH-38). May 1987. 



7: 



72 



THE FUTURE OF CHILDREN - WINTER 1992 



cation mav affect the child's cognitive 
abilities. 1 -* 1 More commonly, the child 
faces frequent absences bec ause of medi- 
cal or surgical care or because of exacer- 
bations of conditions such as asthma or 
arthritis. Many years ago, when the issue 
for these children was planning for prema- 
ture death, schooling was considered rela- 
tively unimportant; today, with most 
childiren surviving to adulthood, there is a 
great need to improve educational oppor- 
tunities and to diminish the effects of ill- 
ness or its treatment on the child's 
participation in school. lJI 



Federal and state Title V Maternal and Child 
Health programs for children with special health 
care needs typically provide services for lower- 
income children with chronic illness, though 
services vary greatly from state to state. 



Most children with chronic illness have 
some public or private insurance for usual 
medical, surgical, and hospital care, but 
thev often lack coverage for needed com- 
prehensive and long-term care services. A 
recent Supreme Court ruling has led to 
expanded childhood eligibility for Supple- 
mental Security Income and its associated 
Medicaid coverage, and poor children 
with disabilitv mav now find access to pub- 
lic insurance easier.-'- Even for the large 
number of children insured through tra- 
ditional cm plover- based family health in- 
surance programs, manv needed services 
have been unavailable or are not covered. 
Preexisting conditions clauses in insur- 
ance contracts may exclude chronic con- 
ditions, and specialized long-term care 
mav not be included in the benefit pack- 
age. (See the article by Sheils and Wolfe 
in this journal issue.) 

Federal and state Title V Maternal and 
Child Health programs for children with 
special health care needs typicallv provide 
services for lower-income children with 
chronic illness, though services vary 
great tv from state to statc.- ,: * Some pro- 
grams support hospitalization for children 
without other insurance, others fund spe- 
cialized clinics for specific conditions, and 
others apply resources to coordination of 
services or to regionalized programs of 
care involving several medical and non- 
medical disciplines. {See the article bv Hill 
in tins journal issue.) 



Chronically ill children and their fami- 
lies need attention from a wide variety of 
health and related providers. They need 
specialized medical and surgical services, 
high-qualitv general health services 
(which thev may lack more than do able- 
bodied children ) , specialized nursing serv- 
ices, social services, preventive mental 
health services, and specialized educa- 
tional planning- Further, many need cer- 
tain specific therapies, such as nutrition, 
respiratory therapy, and occupational and 
physical therapy. Given the variety of serv- 
ices many of these f amilies use, they would 
probably find that care-coordination serv- 
ices, although often unavailable, would be 
verv beneficial. 

Optimal care for these children and 
their families would provide most services 
iu or near their home communities while 
less frequently required specialized and 
technically advanced care of the child's 
medical problems could be provided 
through centralized specialty medical 
centers.'^--* 4 

Regionalized service networks may be 
necessary to forge the links between rom- 
munitv-based sen-ices and centralized spe- 
cialty services which are necessary to 
improve the delivery of compre tensive 
tare to children with chronic illnesses. 
Traditional health insurance programs 
which pay primarily for medical care serv- 
ices may not pay for the other sen 1 ices that 
families with chronically ill children need. 
Already financially strapped families may 
have to pav for these services out-of-pocket 
or do without them. In addition, tradi- 
tional health insurance plans mav not sup- 
port the organization and maintenance of 
regional multidisciplinarv programs. The 
development and maintenance of these 
programs may require significant expen- 
ditures and responsibility from other, usu- 
ally public health, sources. In some states, 
the Title V programs have taken primary 
responsibility for developing and imple- 
menting a multidisciplinarv approach to 
health care.- 1 " 1 



Conclusions and 
Recommendations 

The evidence suggests that neither the tra- 
ditional personal health service delivery 
system nor the public health system alone 
can effectively provide all the health serv- 
ices children need. Collaboration between 
public health and personal health service 
providers is essential to assure adequate 



:RLC 



75 



U.S. Health Care for Children 



73 



immunizations, prevent childhood inju- 
ries. ensure adolescents access to respon- 
sive preventive care, and provide a lull 
range of .specialty and comprehensive serv- 
ices to children with chronic illnesses and 
their families. 

Most other industrialized c ountriesem- 
plo\ a conn in m itv-hased svstem availahle to 
all residents regardless of income to link 
their personal health services and public 
health systems. The structures of such pro- 
grains vary widely, from health visitors in 
Great Britain*"' to community health cen- 
ters in Norwav-*' to well-child conferences 
in France ,- p: Nevertheless, all of these coun- 
tries provide a mechanism to address issues 
such as assuring and r«onitoring immuni- 
zation levels, providing community educa- 
tion about injury prevention or aspects of 
adolescent sexuality, and helping to iden- 
tify children with spec ial health needs and 
to cooidinate multidiscipliiiary care for 
them and their families. A similar svstem 
of com muni tv-based health care monitor- 
ing and coordination would greatly he lp 
the I'niteri Stales meet die health care 
needs of children. 

Accordingly, we make the following live 
recommendations: 

/. Dex>elop community-based preventii>e 
care programs hi all parts of the country. The 
forms and structures of preventive care 
programs nun vaiv among communities, 
depending on resources and community 
needs, but all communities should have 
access to preventive sei vices that screen 
and identify c hildren and adolescents with 
health risks, help families gain access to 
needed health services, provide commu- 
nit\ health education, and assure high lev- 
els of illness prevention, especially through 
immunizations. 

2. Extend current traditional primary care 
capabilities to provide satisfactory care for the 
health problems that children face> such as 
threats to development^ chronic illness, and 
sexual and physical abuse. These changes will 
rcquhc improved professional school and 
in-MT\ ic c training lor health providers and 
systems of reimbursement that assure eq- 
uitv between more procedurallv oriented 
sickness care and the services needed to 
address new moihidit\ conc e rns. 

3. Assure access to primary care seri'ices 
througfi such mechanisms as expansion of com- 
tnunity health centers, both in number and in 
breadth of services. For main communities, 
especially those with large numbers oi 
poor and disenfranchised households. 



multidisciplinaiy community health cen- 
ters are the preferred mechanism for pro- 
vidiug child and adolescent health 
services. Yet, many communities lack 
needed health centers. Furthermore, 
funding limitations in recent years have 
curtailed many multidisciplinaiy outreach 
programs and limited manv programs to 
providing only office-bused medical and 
nursing services. Community health cen- 
ters need the resources to provide the 
range of services and outreach activities to 
meet community health needs effec t ivelv. 
Maternal and child health agencies need 
to assure that the systems of community 
health centers, counts health depart- 
ments, and private practitioners provide 
f ull coverage to all children and youth. 

4. Enhance public health activities. The 
role s and responsibilities of public health 
agencies need clarification and support. At 
a minimum they should include identify- 
ing and monitoring child and adolesce nt 
health needs and sctviccs: setting and en- 
forcing standards of care: implementing 
and maintaining systems of care, such as 
perinatal service programs and regional 
programs for children with special health 
care needs; developing community health 
education programs: preventing or elimi- 
nating cm in >n mental hazards such as lead; 
and providing certain direct sen ices, suc h 
as immunization programs. 

5. Expand specialized adolescent health 
programs. Although manv adolescents re- 
ceive- adequate sen ices through curre nt 
com m tm itv-hased primary care programs, 
manv othe rs do not. Services should he 
developed in nonti aditional sellings for 
adolescents who lack services or for whom 
services are inappropriate for their needs. 
Programs should emphasize preventive 
care and provide comprehensive services 
rather than locus narrowlv on issues such 
as sexuality or substance* use. Two main 
etlbrts should be the expansion of school- 
based health programs and of programs in 
alternative settings where adolescents con- 
gregate. Although what works well for ado- 
lescents has not been e learlv documented, 
it seems most important to provide mulli- 
fac eted servic e's in multiple, varied sites. 

These fiv e- recommendations should be 
implemented through a coordinated pro- 
gram (jf care rather than through five for 
more) competing sv steins of senices. To 
achieve child and adolescent health goals, 
public health clients must link with com- 
uiuuilv -based preventive and primary cue 
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programs. T he need is to link public and 
private systems of care in meet the health 
c are needs of children and adolescents. 



The authors acknowledge the helpful com- 
ments oflhs. Birt Harney and Moses Gnnsman 
on an earlier xwsion of this paper. 
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Abstract 

Thcattthot <>1 i his p.ipc i reviews evidenc e about the health care tesoiiri cs cut icndy 
available to ( hildrcn .m<l picgnant women in the Initcd Stales. The data tvvcal thai 
the <>\< t , ill supply of ph\si( iatis has grown steadilv in ret cut veats. However, as a 
i esuh of lac tots sue h as physicians' preferences for metropolitan pra< liee locations, 
i ising malprat ti< e pi eniimns. and phvsi( ians' rclnc tain e lo a< < ept Medic aid patients, 
the increase in supply has not improved ac cess ioi mam undet served women and 
children. At the same lime, there lias he en a significant decline in the nnmhcr oi 
oigani/ed settings — hospital ( linic s. public health c linics, and migiant an<l t onmui- 
nii\ health (enters — on which mam of the uudcrsei"vcd relv. Kurthci. the capacity 
of remaining facilities has been greatly diminished hv redticiiotis in support (or 
public programs. r.vcn if the supplvot health care resources is adequate to meet the 
needs of most women and c hildrcn, the persislenl maldisti ihutiou ol maternal and 
c hilcl health c are providers will continue to pose a serious threat to health < are ;i< cess 
lor the women and children at greatest risk for adverse prcgnaucv outcomes and 
moihiditv and mortality during c hildhood. 

Polio strategic s suggested to maintain and improve the availability of maternal and 
c hild health resources itu hide: bolstering the supply of famih physicians: reduc ing 
the probiems related to medical professional liability; suppottiug the National 
Health Service Corps ( Nl 1S( '.) scholarship and loan repayment programs: increasing 
pat tic ip.uioii of plusic ians in sen ing Medic aid-eligible women and children; devel- 
oping systematic data to evaluate the supply of maternal and child health care 
available in organized sellings: and enhanc ing the capacity ol organized settings to 
meet the needs of undcrsei"ved c hildrcn and pregnant women. 
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During the past decade, strides have been taken toward lowering 
financial harriers to the health care needed by children and 
pregnant women. Private third-partv pavers have begun to 
cover more of the costs of children's preventive and primary care, and 
Medicaid financing is available not onlv for the care of poor children and 
pregnant women but also for many women and children living in families 
with incomes above the federal povertv level. As financ ial barriers lo cart- 
are lowered, problems in the supply and distribution of health care 
resources become more important than ever be fore. 
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This paper reviews evidence about health care resources currently 
available to children and pregnant women in the United States and 
concludes that, while the supply and distribution of these resources may 
be adequate to meet the needs of most women and children, those who 
are black, poor, and/or residents of rural and inner city communities 
remain underserved. The problem of maldistribution of maternal and 
child health care resources is not new; however, data reviewed here 
demonstrate that the dimensions of this problem have changed in recent 
years. The overall supply of physicians (and the supply of medical and 
surgical subspecialists, in particular) has grown; but as a result of factors 
such as physicians* preferences for metropolitan practice locations, ris- 
ing malpractice premiums, and physicians' reluctance to accept iMedi- 
caid patients, this increase in supply has not necessarily meant improved 
access for underserved women and children. At the same time, data 
reviewed here document that there have been significant declines in the 
supply of the organized settings on which many of the underserved 
rely — hospital clinics, public health clinics, and migrant and community 
health centers — and that the capacity of remaining facilities has been 
greatly diminished by reductions in support for various public programs. 
The available evidence suggests that, to the extent that maldistribution 
of maternal and child health care persists, it will pose a serious threat to 
the usefulness of third-party coverage in enabling access to health care 
for the very women and children who are at greatest risk for adverse 
pregnancy outcomes and morbidity and mortality during childhood. 



Health Care Resources for 
Pregnant Women 

The Supply, Distribution, and 
Accessibility of Maternity Care 

Physicians and Certified Nurse Midwives 
Most maternity cart • in tin* I'nited States is 
provided by obstetrician-gynecologists, 
family phvsieians and general practitio- 
ners, and certified nurse midwives. Factors 
influencing the supph, distribution, and 
accessibility of these health professionals 
figure prominently in women's access to 
maternity care. These factors include (1) 
the tendency for these professionals to 
locate in metropolitan areas, die high 
cost of medical liabilirv insurance for these 
ptovidets and physicians' perceptions 
about the risks of being sued by obstetric 



patients, and (3) the rchu lance ol these 
professionals to seivc Medicaid patients. 

ct ivf-.-jn c,*r c-r.<...orK.ts According to th e 
American Medical Association Masleifile. 
the most complete source of information 
about the supply of 'physicians, there were 
31.3(i4 obstetrician-gynecologists in the 
I'nited Slates in 198b. The suppK of obste- 
trician-gynecologists is growing, and the 
future is likely to bring increasing compe- 
tition for patients. Projections indicate 
that the population of obstetrician-gyne- 
cologists will giow to a total of -10,000 to 
•H,b00 b\ the year 2000. I sing an 
adjusted needs-based model developed 
in l<>80b\ the (Jraduatc Medical relo- 
cation National Advisory Committee 
((AIKNAO) — a quasi-governmental bod\ 
charged with making recommendations 
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for the I'm mr organi/ation and financing 
of graduate medic al education — Ahl Asso- 
< nates estimated that there was a 
nationwide surplus of nearly 10,000 
obstetric ian-gvnec ologists in 1990 and pte- 
rin ted that this surplus would grow to 
nearlv 1 0.000 bv the veai ■ 2000.2 

Despite their generous numbers, ol>- 
stetririan-gvnec ologists are significant Iv 
maldisti United u lative to the po})uhuion. 
First, thev are overwhelmingly located in 
metropolitan areas. N'oumctropolitan 
counties lia\e approximately one-filth as 
manv obstetric ian-gynec ologists per capita 
as metropolitan counties/' and a substan- 
tial number of nonmcti'opolitan counties 
have no obstetrician-gynecologist at all.* - ' 
Because more obstetrician-gv nec ologists 
locate in metropolitan area., and because 
(ewer familv phvsicians pi actice obstetrics, 
ku k of ac cessible obstetric al services in 
rural areas has become a mallei of great 
concern. 

Second, within metropolitan areas pri- 
vate oifit c-baseri obsteu ic ian-g\ nec olo- 
gists lend to loca*'- in central business 
distric ts oi in higher-income and suhui- 
bau residential communities. In 1 980. 
about two thirds of the obstetric ian-gvne- 
c ologists practicing in ( Chic ago's icsiclcn- 
tial aicas practiced in the most prosperous 
communities while onl\ 2 r 7 pi at lie ed in 
the most severeh distressed inner c itvc oin- 
munitics. The ralio of" obstetrician- 
gv nec ologists to the poj)iilation was nearlv 
lorn times gieatei in the most prosperous 
communities than in inner < in areas/' Dif- 
ferentials' such as these are compensated 
foi . in pai t . bv the niatcrnitv c are provided 
b\ hospital outpatient clinics and olhei 
clinic settings, but access to obstetrical 



rate* for inner cilv residents continues to 
be problematic. h <« s 

The geographic maldistribution of ol>- 
stetrician-gvnecologists is compounded b\ 
two additional factors. First, the* high cost 
of medic al malpractice insurance and pcr- 
ceptionsahout the risks of being sued have 
caused a substantial proportion o! obstc- 
trician-gvnecologists to drop the obstetri- 
cal portion ( )! their practices and to curtail 
the delivers of maternity < are to high-risk 
women. L 1 .)-!:* Second, manv obstetrician- 
gynecologists dec line to accept patients 
whose care is paid for through Mcrii- 
cairi. (i *- , -- |, l As a result of these factois, 
although obstetrician-gynecologists are in 
relativelv generous supply, their services 
often are inaccessible, particularly to low- 
income women and those at high risk for 
adverse pregnancy outcomes. 

i M'r,,; y rr-.yMr ,,-jr,.. (At--rv-'ii tj*i- r in», 1 he na- 
tion's roughly 08,000 general and family 
phvsicians, 28,000 of whom are board-cer- 
tified in family practice, are an important 
source of obstetrical care. When com- 
pared with obstetrician-gynecologists, 
general practitioners and family practice 
physicians arc more evenly distributed 
across counties of all types and si/es. : * 
Because of the malpractice crisis, how- 
ever, manv of these phvsicians discontin- 
ued the practice of obstetrics in the late 
1 980s. 1 --*-l : * *l'h us, while general practit io- 
ners and family phvsicians currently 
provide an estimated two thirds of all pri- 
vate obstetrical care in rural areas, it has 
been estimated that only 35 f /r of rural 
gc n era! prart it ion ers an d fa m My 
physicians current!) of fer obstetrical serv- 
ices/ 1 A number of sources indicate that 
general practitioners and family physi- 
cians are somewhat more likely than 
obstetric ian-gvuccologists to participate 
in Medicaid and. as a result, these physi- 
cians mav be somewhat mot e accessible to 
low-income pregnant women. I 

■ (-'■•vcej.'U'V.Kiiifl.'-. Certified nurse midwives 
(<!NMs) are registered nurses who have 
received special training in midwifery and 
who have been certified by the American 
( iollege of Nursc-Midvvivcs. At the present 
time only about 2,tt00 CXMs practice in 
the United States, but they iro slowly 
glowing in number. It is estimated that 
200 to 250 new CNMs are certified each 
year, l(i and from 1075 to 1088 the pro | mm- 
tion of births attended byT.NMs increased 
from 0.9'* to \\A%\ X1 Kightv -seven 
percent of midwife-attended births 
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occurred in a hospital in 1988, and the 
women served by midwives practicing in 
hospitals arc increasingly poor and minor- 
ity mothers. 17 

Despite numerous studies document- 
ing the high quality of care provided by 
CNMs. l '- ls economic, interprofessional, 
and medical liability factors have ham- 
pered prance of the full range of C.NM 
services and the growth of the profession, 
I "ntil recently, only limited ihird-partv cov- 
erage was available for CNM services. 
Some improvements in reitnbursement 
for ONM sen ices provided under public 
programs resulted from federal legislation 
passed dining the IWOs. 1 - 1 hi addition, 
many states have statutes and regulations 
rcMricting die scope of nursing practice. 
Kven where third-party payment is a\ 'ail- 
able and the scope of permissible nursing 
practice is broad, resistance from the 
medical profession sometimes results in 
the inability of'CNMs to obtain admitting 
privileges at local hospitals. 1 -' Finallv, 
(".Wis have experienced problems obtain- 
ing malpractice insuranc e, have had to pav 
malprac tice premiums representing a size- 
able and giowing proportion of their sala- 
ries, and, as a result of liability problems, 
have sometimes lost hospital privileges 
and opportunities for collaborative prac- 
tice with physicians. 10 

Office-based and Organized Prenatal Care 
Settings 

Although a great mativ women receive 
their prenatal care in private physicians' 
offices, low-income women and women 
without anv third-partv coverage frc- 
(juentiy obtain prenatal care in "organ i/ed 
settings" such as hospital outpatient de- 
partments, community and migrant 
heal ih centers, public health department 
clinics, and other clinic settings. It is esti- 
mated that approximated 2() ( /c of women 
receive their obstetrical care from these 
organized settings."' and national surveys 
confirm that these sourc es are particularly 
important to poor women and for young, 
unmarried, black, or Hispanic women/- 0 

There is evidence that the demand for 
materniu care from organized settings is 
glowing but that the supply of c are in these 
settings is becoming increasingly inade- 
quate. An Institute of Medicine (IOM) 
review of evidence about capaciu in local 
hcalih departments and hospitals con- 
ducted during the mid- HMOs found exces- 
siveh long waiting times to obtain prenatal 
care appointments and other indicators of 



inadequate capacity. Comprehensive na- 
tional and state data about capacity in or- 
ganized settings are not available, but the 
IOM report concluded that "in some com- 
munities the capacity of the clinic systems 
relied on by low-income women is so lim- 
ited that prompt care is not always avail- 
able and t hat in some additional areas care- 
is unavailable altogether/- 0 



There is evidence that the demand for maternity 
care from organized settings is growing but that 
the supply of care in these settings is becoming 
increasingly inadequate. 



•*rp*n , .A:r 1 .rr.-!tff,r-i The nation's f).K71 
nonfederal, short-term general hospitals — 
particularly its 1,784 public hospitals and 
160 academic medical centers — are an 
important source of prenatal care for low- 
income and minority women and for those 
residing in underserved communities. 
Demand for these services is thought to be 
increasing, although national data on the 
supply and distribution of outpatient pre- 
natal care services and on trends in patient 
load are not available.- 0 

One important factor affecting the 
supply of hospital-based maternity care 
has been recent hospir 1 closures. 
Between 1980 and 1989 a total of 508 
hospitals c losed;-' main of these were in 
rural areas and most were: small and un- 
derutilized.— 

The impact of hospital closures on 
access to care in general and to prenatal 
care in particular remains unc lear. Some 
appraisals conclude that closures do not 
seem to have hampered access to emer- 
gency and acute care while others dis- 
agree. Suc h generalizations mav obscure 
the actual impac t of tin widual hospital 
closures, however, because this depends 
on characteristics and circumstances of 
the hospital and the community it 
served.'- 1 - For example, a significant pro- 
portion of hospital closures since 1980 
have included public sector facilities vital 
to the prenatal care of women who are 
poor, nonwhite, lack health insurance*, 
and /or live in underserved areas. Public 
hospital closings significantly reduce 
access to care for the uninsured popula- 
tion residing in the communities served by 
these facilities.- 1 A large proportion of this 

ft " 
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population is comprised of women seek- 
ing prenatal care. 

F'ub.iC H«a*th Clinics State and local health de- 
partments play an important role in pro- 
vision of prenatal care. A 1986 survey of 
4(i state health agencies indicated that, 
while states vary considerably in their 
health assurance activities, prenatal care 
was among the few personal health sen- 
ices provided by all 46 agencies/- 5 The 
broad reach of these public health activi- 
ties and their positive impact on access 
to prenatal care in some localities are 
suggested by a recent survey which iden- 
tified 2,306 local prenatal care sites 
funded by state health agencies: 2,017 
were operated directly by health depart- 
ments, and 289 were operated by other 



agencies. 



20 



Because of low salaries, undesirable location, 
and unfavorable working conditions, community 
health centers often have considerable difficulty 
attracting and retaining physician personnel. 



Although a large number of prenatal 
care clinics are operated by local health 
departments, significant gaps exist in this 
delivery system. A 1986 survey of state 
agencies receiving funds from the federal 
Title V Maternal and Child Health Block 
Grant indicated that 48 of the 51 agencies 
offered at least some prenatal care. How- 
ever, only 13 agencies indicated that pre- 
natal care was available on a statewide 
basis; most states imposed income and risk 
status eligibility criteria, and only one state 
reported that funding levels were ade- 
quate to meet the needs of its target popu- 
lation.- 7 (For further discussion of 
government-funded direct care providers, 
see the article by I lill in this journal issue.) 

( . >.r ? < / tynr <i v. jny.* .-eoit- code's Community 
and migrant health centers are also im- 
portant sources of prenatal cate. Com- 
munity health centers provide basic 
preventive and primary care in federally 
designated medically undcrserved areas, 
and migrant health centers piovide simi- 
lar services to migrant and seasonal agri- 
cultural workers and their families. In 
1987 there were 567 community health 
centers providing prenatal care to 
b( tween 150,000 and 225,000 women;* 8 
an additional 1 18 migrant health centers 



also provide prenatal care. It has been 
estimated that 28.6% of all community 
and migrant health center users are 
women of childbearing age.- 9 

Capacity in community and migrant 
health centers was greatly reduced in the 
early 1980s. Like other maternity care 
providers, many health centers had to de- 
vote an increasing proportion of their 
budgets to medical liability insurance pre- 
miums and, in some instances, cuts in sen- 
ices resulted J 6 Capacity was also reduced 
when a significant number of centers lost 
their funding and others experienced sub- 
stantial reductions in their core operating 
grants. 1 * 1 * 

Because of low salaries, undesirable 
location, and unfavorable working condi- 
tions, community health centers often 
have considerable difficulty att racting and 
retaining physician personnel. During the 
1970s and 1980s, the National Health Sen- 
ice Corps (NHSC) — a program offering 
scholarships and loans for the educational 
expenses of health professionals in ex- 
change for a period of service in an un- 
derserved community — had been a very 
important source of primary care physi- 
cians for community health centers. In 

1989, for example, the NHSC supplied 
nearly one half of the physicians working 
in community and migrant health centers. 
However, field strength of the NHSC di- 
minished rapidly over the 1980s. As a re- 
sult, the Genera] Accounting Office 
reported that there were 800 vacancies in 
community and migrant health centers 
which had to be filled in order to reach 
full staffing of about 2,700 physicians in 

1990. M 

The Supply and Distribution of Labor 
and Delivery Services 

Hospitals 

Ninety-nine percent of U.S. births take 
place in hospitals, 1 6 and general trends in 
the hospital sector have therefore had an 
important impact on the supply and distri- 
bution of labor and delivery services. Dur- 
ing the 1980s, in part as a result of the 
closure of a significant number of small, 
rural, and public hospitals, labor and de- 
livery services were somewhat redistrib- 
uted across hospitals. The total number of 
hospital obstetric Ix*ds — most of which are 
in private, not-for-profit hospitals — in- 
creased, while the number of obstetric 
beds in public hospitals decreased. 
Although the full impact of this redistribu- 
tion of obstetric beds on access to labor 
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and delivery services is not known, KJcr- 
man and Schollc note iliat the dec tease in 
public obstetric beds will have its biggest 
impart on access to labor and deliver 
services for the poor who rely dispropor- 
tionately on these facilities. K > 

Although most short-term general hos- 
pitals offer labor and delivery sen ices, the 
scope of the services offered varies consid- 
erably. For example. onlvf>:V.? of hospitals 
responding to the American Hospital 
Association s 1989 Annual Survey of 1 los- 
pilals reported having birthing rooms, 
only %).\'7( reported offering reproduc- 
tive health services, and onlv 9.4% re- 
ported offering genetic counseling and 
screening.- 1 

Neonatal Intensive Care 

Neonatal intensive care units (NICl's) 
provide the high technology equipment 
and sen ices and the highly trained staff 
needed to care for the seriously ill infant. 
One important influence 1 on the supply 
and distribution of neonatal intensive care 
has been the attempt on the pan of the 
medical profession to regionalize peri- 
natal soma's. Region ali /at ion differenti- 
ates levels of perinatal services and 
attempts to avoid costly duplication and 
inefficient use of the most technologically 
sophisticated professionals and services. 
(See discussion of rcgionalization in the 
Racine. Jovcc. and ( Grossman article in this 
journal issue.) Routine care for normal 
infants (Level 1 < are) and Level II care for 
moderately to seriously ill infants can be 
found in hospitals throughout the coun- 
try, but the most technologically sophisti- 
cated Level III or Level IV care is primarily 
located in children's hospitals and in ur- 
ban teaching hospitals with large high-risk 
deliver) - seiviccs. Although Level ill nurs- 
eries t\pi< allv treat sicker infants providing 
a high intensity of caic and a great diversity 
of specialists, the distinction between 
1 .c\cl 11 and 1 .evel III facilities ma\ become 
blurred because their equipment and 
staffing tend to be similar. 1 * 1 

As reported bv Racine. )o\ce. and 
Grossman in this journal issue, the nuni- 
bei of" NIC ]V beds has iiu l e ased i apidh in 
recent vcars while the cost of NICI* care 
(as reported bv Lewit and Monheit in this 
journal issue) has exploded. Explicit crite- 
ria have not bee n developed to judge the 
adequacy of the nation 's supply ofNK'l" 
beds so it is not possible to rietei mine 
whether the current supply of N^'lr; is 
appropriate or whethe r their distributer^ 



and organ i/ation into regional networks is 
adequate to provide for the needs of the 
population. 

Health Care Resources for 
Children 

The Supply and Distribution ot Child 
Health Care Providers 

Physicians and Pediatric Nurse Practitioners 

In 19X7, physicians' offices were the usual 
source of care for 86'? of children under 
19.-"*- Private office-based pediatricians 
and family physicians are the major 
providers of children's preventive and pri- 
mary care, and the\ account for almost 
90 f . : r of the physicians treating children. 
There are significant differences in the 
current and predicted supply and distribu- 
tion of pediatricians and family physicians, 
however, and these patterns are described 
more f ully below. 

vo ao u, : , 0 ^ Excellent access to health care, 
especially primary care, is experienced 
by many childi un — especially children 
under 0 vears of age — and is due in pan 
to a generous supply of pediatricians. 
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which has hern growing at a rate much 
faster than the U.S. population of chil- 
dren. Between 1970 and 1 9Sf> the popula- 
tion of pediatricians grew by 89'.?. to a total 
of S5.nl 7 pediatricians, while the number 
of children under lOvearsof age increased 
by only 21 f i>» 

The question of whether the nation is. 
in fact, producing too main pediatricians 
has been the subject of considerable de- 
bate, hi 1980, CMKNAC predic ted a sur- 
plus of 5.000 pediatricians in the United 
Slates 1>\ 1990. although this report 
ultimate!} concluded that snpph and de- 
mand for pediatric services would be 
nearly in balance by 1990.*-' Abt Associ- 
ates' recently published revision of 
(iMKNA( Ts earlier forecasts predicts a sur- 
plus of 7.000 pediatricians in 1990 and a 
surplus of nearly 13,000 pediatric ians by 
the \ear 2000. The American Academy of 
Pediatrics (AAP) takes exception with 
manv of Abt's assumptions, arguing in part 
that Abt has substantially overestimated 
the role of pediatric nurse practitioners in 
caring for children and substantially un- 
derestimated the birth rate. Asa result, the 
Academy "thorough Iv disagrees with those 
projections.*** ■•*' 



The apparently generous 
supply of pediatricians masks 
the equally apparent 
geographic maldistribution of 
pediatricians. 



Whether or not there is a surplus of 
pediatricians, and whether the outcome?* 
of such a surplus should be considered 
either positi\e or negative, it seems appar- 
ent that the child-to-pcdiatrician ratio will 
< onlinuc to decline in coming vears. Data 
from the Bureau of Health Professions 
indicate that nationally the numbei of 
children per pediaitician declined from 
3,098 in 1970 to 2.082 in 198!i and is pro- 
jected to < hop to U25 1 in 2000, a ratio of 
less than half as many children per pedia- 
tiician as in 1970.*' The fac t that family 
ph\sicians also provide a significant por- 
tion ol c hildrcn's health care compounds 
this tic ud. Defining the number of child 
health physicians to include all pediatri- 
cians plus one-fouilh the number of 
general prac titioners, family plivsic ians 



< its has been recommended by the AAP), 
the ratio of children to child health physi- 
cian dec lined from 1.590 in 1970 to 1,411 
in 1983 and is projected to decline to 91:* 
in 2000.3 1 it is worth noting that the MP's 
rule of thumb is that an area is under- 
served if there are more than 2,500 chil- 
dren per child health physician.** 

The apparently generous supply of pe- 
diatricians masks the equally apparent 
geographic maldistribution of pediatri- 
cians. While pediatrics is a primary care 
specialty dedicated to the care of children, 
there is considerable agreement — even 
within the medical profession — that the 
geographic distribution of pediatricians 
does not match that of U.S. children.* 1 -*" 
While 29'£ of all U.S. children lived in 
nonmcimpolitan areas in 1981. onl\ lU'c 
of pediatricians practiced in these areas; 
in the same year only *M c l of childrc n lived 
in me tropolitan areas, while 57 '¥ of pedia- 
tricians practiced there.*" 1 

Within metropolitan areas pediatri- 
cians also are maldistributed. favoring lo- 
cations close to major pediatric hospital 
centers or in relatively prosperous residen- 
tial communities. In Chicago in 1987, for 
example, there were almost twice as many 
children per office-based pediatrician in 
inner citv residential areas as in the most 
prosperous areas and 60* ¥ more children 
per child health provider in the poorest 
areas than in the best seircd residential 
areas. While c are available from inner c it\ 
hospitals and c linic s offse ts some of these 
disparities, the average children-to-pedia- 
trician ratios in Chicago's inner c ity com- 
munities (5,887) were more than twice the 
AAP's undersell ice standard of 2,500 chil- 
dren per pe diatrician. Significant levels of 
undcrsemcc are observed even alter the 
inclusion in the ratio of one quarter of the 
family plivsic ians prac ticing in Chic ago's 
inner cit\ communities. 1 ~' 

Access problems c aused b\ the geo- 
graphic maldistribution of pediatricians 
are exacerbated bv the unwillingness of 
some pediatricians to scr\e children 
whose c are is paid for b\ Medic aid. Uow 
Medicaid payments are frequently ciu d as 
a prime factor in low pediatrician 
participation in Medicaid, although this 
participation is higher than in an\ other 
spec iali\ except fen famih pi ac tic e. Recent 
federal and state initiathes have begun to 
laise these pauncnt levels. l->.-W-» I Because 
of the fundamental geogiaphie maldis 
trihution ol pediatricians, however, in- 
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creases in Medicaid reimbursement are 
unlikely to improve access tor all Medi- 
caicU'ligiblc children. Higher reimburse- 
ment levels are likely to improve access for 
near-poor c hildren living in areas richlv 
supplied with physicians, but they will have 
little cllcct on the availability of" ottice- 
based care for poorer and sicker children 
residing in inner cities. 1 ' 



More important, perhaps, the 
geographic distribution of 
family physicians closely 
mirrors that of children. 



The supply and distribution of 
family physic ians also contributes signifi- 
canth to the excellent access to health care 
experienced 1>\ most children. Following 
a dec line in the supply ol general practitio- 
ners/family plnsicians between I9()3 and 
1975. (AlKN AC predicted in 19K0 that the 
supply of this type of physician would in- 
crease between 1978 and 1990. Increases 
were indeed obseived such thai the supply 
of lamilv physic ians is currently judged to 
be roughly in balance with the needs of the 
I'.S. population and is predicted to con- 
tinue to be so through the vcar 2000.- 
Others have projected, however, that ovci 
the next I j wars the supph of lamilv phv- 
sieians will grow muc h more slowh than 
both the' overall physician population and 
the I'.S. population and. ns a result, the 
demand for the services of family phvsi- 
eians nun well exceed the 4 supply. 11 - 

Family plnsicians are an extremcK im- 
portant source of medical care for chil- 
dren living in nonmctropoliian areas. 
Family physicians receive' training in a 
broad range of medical c are and are there- 
lore well-suited to serve patients drawn 
from all age groups. This flcxibilin in pa- 
tient base makes it more feasible for family 
physicians to maintain economically \i- 
able medical practices in less denseh 
populated communities. Indeed, when 
compared with other primary care phvsi- 
c ians. family plnsicians are bv far the most 
e\enlv distributed across ail countv tvpes 
and si/es, although few can be found in 
the nation's most sparsch pop dated i in nl 
counties. 5 

Moie important, pcihaps, the geo- 
giaphic disti ibution of famih plnsicians 
< loselv mirrors that of children. Asa result. 



"in 1981, iWi of children in nonmetro- 
politan areas had a general /family practi- 
tioner as their regular physician, 
compared with only 18 r {. of children in 
those areas who had a regular relationship 
with a jx^dialrician/"* 1 

Even within metropolitan areas, family 
physicians tend to be broadly dispersed 
across residential communities when com- 
pared with pediatricians. In addition, the 
Medicaid participation of family plnsi- 
cians tends to be higher than that of pe- 
diatricians. This fact, combined with their 
greater willingness to prat tic e in inner cilv 
and rural communities, makes family phy- 
sicians an extremely important resource* 
fen low-income and minority children. 1 " 1 

Pediatric nurse prac ti- 
tioners (PNPs) provide care for both 
healthy and chronically ill infants and chil- 
dren, and have particular expertise in 
growth, development, and physical assess- 
ment. Currently there are approximately 
6.000 PNPs in the L'nited States, a number 
that has been relatively constant for the 
past decade. Prior to 1992, certification of 
PNPs was limited to licensed registered 
nurses with additional special training for 
this expanded role; beginning in 1992, 
certification of PNPs will require- a mas- 
ter's degree in nursing. 

I listoric all\ . most pediatric nurse prac- 
titioners have worked in hospital-based 
and coin nu milv-based clinics in inner cit\ 
communities, and only a small proportion 
of nurse prac titioners has practiced in ru- 
ral areas. Because of their limited 
numbers, pediatric nurse pract i doners are 
currcnlh estimated to siippl. no more 
than r/.-f to If/? of pediatric care. :W 

There is considerable evidence about 
the efficacy and cost-effectiveness of the 
nurse practitioner role in a wide \arictvof 
sellings — from hospital outpatient depart- 
ments and public health clinics to health 
maintenance organizations — and in con- 
junction with the caie of main different 
special populations and problems. ,(w ,,s 
However, historically, complex economic 
and legal factors constrained growth in the 
supply of nurse practitioners, inhibited 
their diffusion into underserved uveas, 
and limited the scope of their prac tice. 
These fac tens included the inabiliu to ol>- 
l;iin direct reimbursement for services, the 
costliness of medical liabilin insurance, 
and interstate variation in the permissible 
scope of pi aclicc (including, panic ularh . 
the authority to prescribe). Some of these 
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harriers le. PNP practice were lowered in 
the late 1980s and the early 1990s, includ- 
ing a new provision for direct reimburse- 
ment of PNPs by Medicaid. 4 -' and these 
changes mav result in an increased supply 
and a broadened distribution of PNPs in 
the coining years. 

Office -based and Organized Primary Care 
Settings 

There is widespread agreement that the 
majority of children in this country have 
excellent access to primary care. Substan- 
tial numbers of children are undcrscrved, 
however, including children who reside in 
inner cities and rural areas and children 
who are poor or blac k. In 1988. lor exam- 
ple. 9(r f < of I'.S. children had a usual 
source of routine- care, hut la f * of poor 
children had no usual sourc e* of c arc*. ,0 

Data from the 1987 National Medical 
Kxpcnditurc Survey (NMKS) indic ate that, 
overall, children's access to health care 
continues to be* excellent. Preliminary 
NMKS data, indicate that 92 r f ' of c hildren 
under f> \ears of age and 87 r; < of c hildren 
between the ages of 6 and 18 years have a 
usual source of care. Kightv-four percent 




of children under 6 and 87 ( y of children 
ages 6 to 1 Hare reported to travel less than 
30 minutes to their usual source of care. 
Kigluv-six percent of children with a usual 
source of care relv on physicians' of fices, 
while 5'? rely on hospital outpatient de- 
partments and emergency rooms and H% 
rely on other nonhospital facilities suc h as 
health centers, company clinics, school 
clinics, and walk-in clinics.'*- 

Cross-tabulations of NMKS data by age, 
ethnic and racial background, family in- 
come, and place of residence have not yei 
been published, but these data can be 
expected to highlight children who con- 
tinue to be among the structurally under- 
served — that is, low-income and minority 
c hildren, adolescents, and inner city and 
rural children. Monheit and ( jjimingham 
in this journal issue use data from the 
NMKS to examine the ef fec t of health in- 
surance coverage on the presence of a 
usual source of medical care. They report 
that children lacking health insurance' 
were less likely to have a usual source of 
c are than were children with either private 
or public insurance coverage (Monheit 
and Cunningham table 2). Karlier data 
suggest that many low-income children 
have little access to office-based care and 
are among those relying on organized set- 
tings, including hospital emergency 
looms, as their regular source of carc. :,1 ~' ,: * 

m r .r.i -i , - The 

dependence of some c hildren on hospital 
outpatient clinics and emergency rooms 
for preventive and primary care has long 
been c ited as one* of the- greatest short 
comings ol the health care s\stem serving 
children, (hire in these* settings is thought 
to lack the continuity and comprehensive- 
ness which should characterize 1 children's 
health care, and it also is regarded as un- 
necessarily expensive. Reliance on these 
settings is mote common among minority 
children, those who are poor, those* who 
lack health insurance, and those living in 
nndei served communities. Preliminary 
data from the 1987 NMKS — although 
not foe ii sec) spec iflc alh on children — in- 
dicate that blacks and Hispanic s with a 
usual source of care were more than 
twice as likeh as whites to go to hospital 
outpatient departments and emergency 
rooms or health < enters and other non- 
hospital facilities as then usual souit c of 
care. For la.8'7 of blacks, a hospital 
outpatient department or emergency 
room was the site of then usual source of 
(are. compared with 9.9'* of Hispanic s 
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and 4.4 C V of whites.** Poor children also 
are more likek to he taken to emergency 
rooms. Dal a from the 1987 National 
Health Interview Survey indicate thai 1 \°A 
of visits made by poor children were to 
emergency rooms as compared with onlv 
4 ( }< of visits by nonpoor children. 3 * 

There are few data with which to de- 
scribe the supply and distribution of hos- 
pital outpatient department and 
emergency room facilities serving chil- 
dren or with which to judge the adequacy 
of the capacity in these sellings. Much as 
is true for pregnant women, while em- 
pirical evidence is lac king, hospital clo- 
sures — particularly tl e closure of public 
hospitals — have had an important im- 
pact on access to preventive and primary 
care for the children relying on these 
sellings. 

: i ( - ■» ~ .-.' r i" ■- Local 

health department clinics and other facili- 
ties receiving Title Y Maternal and Child 
Health Block (Irani funds are an impor- 
tant resource tor children, but their focus 
is primarily limited to preventive care and 
feu states are able to offer scmccs on a 
statewide basis. (For more information 
about these providers, see the article bv 
Hill in this journal issue.) A 1 9H(> survey 
of Title V maternal and child health agen- 
cies found that, while 4b ol T>1 stale agen- 
cies have pediatric outpatient programs, 
onlv 13 states offer these scmccs on a 
statewide basis and no siale provides 
either comprehensive services or services 
for at least some acute care needs on a 
statewide basis. All of the agencies offer- 
ing pediatric outpatient scmccs offered 
well-child rare, but onlv 1 1 suites reported 
f urnishing any acute ( are sen ices to chil- 
dren. Nineteen agencies relied exclu- 
sively on the local health departments for 
the provision of pediatric outpatient care, 
but 32 states made use of private provid- 
ers, community health centers, and other 
clinics.- 7 

It has been estimated that of all 
migrant and community health center 
patients are children under the age of 
14;--' however, little systematic evidence 
is available with which to judge the ade- 
quacy of the rapacity in these sellings. 
Mm h as is (i ue for pregnant women, the 
< utolf of funds to many (enters in the 
earh lOSOs left sen ice gaps in many com- 
munities, and the difficulties that the 
remaining t enters experience in attract- 
ing physicians limit their capacity. 



stnxv. At the present time, school-based 
health services are a limited but poten- 
tially important preventive and primary 
care resource for children. Compelling 
arguments have been made with regard to 
the efficiency, effectiveness, and equity of 
school-based health semccs. and most of 
the disagreement about school-based 
services seems to center on exactly how 
much primary care should be provided in 
the schools. ™ (See the Spring 1992 issue 
of The Future nf Children for an in-depth 
analysis of school-linked services.) 



Comprehensive school-based clinics, altfiough 
limited in number, are thought to be a promising 
strategy for reaching adolescents. . . 



Both funding sources and levels of 
investment in school health services vary 
greatly from suae to state. Little informa- 
tion is available on the supply of school 
health semces, although great variation 
in the supply is evident in pupil-to-nurse 
ratios: in 1 985— 8(> the average pupil-to- 
nurse ratio was 2,473 to 1 for all districts, 
but this numhci varied across districts 
from 1,1 T)f) to 1 to 4.903 to I.">"i 

Comprehensive school-based clinics, 
although limited in number, are thought 
to be a promising strategy for reaching 
adolescents and. in particular, for im- 
proving opportunities for adolescents to 
avoid unintended pregnancies. In I9H7 
there were 8f> clinics affiliated with jun- 
ior high or high schools throughout the 
country. Such clinics are usually staffed 
by nurse practitioners, clinic aides, part- 
time physicians, social workers, nutri- 
tionists, and other professionals," 10 

The Supply and Distribution of 
Physicians Providing Specialized 
Care to Children 

Although the predominant health care 
need among children is for priman ( re. 
the services of various specialists and sub- 
specialists are also ol great importance to 
the health of children. It is therefore im- 
port an l to consider the supply and distri- 
bution of specialty and subspecialty 
physicians serving children and to con- 
sider the adequacy of the supply of highly 
specialized (are relative to the supply ol 
primary care. 

X) 
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Data from tin- I'.S. Bureau of" Health 
Professions indicate that in l ( J«S<> then- 
were fAVOO medical specialists serving all 
age groups in the I'.S. and that the. num- 
bers are rapidly increasing: the overall 
number of medical specialists is projected 
to increase bv i\:V( between HIM and 2000 
and b\ <M'V between 19S(> and 2020.™ 
This aggregate trend masks differences 
among the pediatric medical subspecial- 
ties, however. l ; or example, the snpplv of 
pediatiic allergists is expected to decline 
by 2 TV between 19S0 aiul 2000, while die 
snpplv of pediatric cardiologists is pro- 
je( tecl to increase hv 1 \ ( ;< .Other pediatric 
subspec ialists (a category winch includes 
adolescent medicine, genetics, neonatal 
medicine, pediatric neurolog\, pediatric 
endocrinology child psvchiatrv, pediatric 
pu1tnonolog\. pediatiic hcniatology-on- 
cologv pediatiic immunology, pediatric 
infectious diseases, pediatti( gastroen- 
terology, and pediatiic nephrolog\) arc 
projected to increase by fil'V between 
last) and 2000 and bvHCi'r between 1980 
and 20i>0. :w > The trends also do nol take 
into a< ( omit the amount of time pediatric 
subspec ialists, who are mostly full-time 
academic fac ul!\ fin contrast to many 
adult subspec ialists) , spend in researc h 
and educational activities. 

Data with which to evaluate the ade- 
quacy of the curient sii]>pl\ and clistiihu- 



tion of "specific pediatric specialists and sul>- 
spccialists are not available. However, data 
from the I'.S. Bureau of I Iealth Professions 
shed sonic* light on overall trends.™ These 
data indicate that, while the overall supply 
of physicians is increasing rapidly and the 
total number of physicians required in 
2000 will exceed requirements by 50,101 
physicians, the excess of supply over re- 
quirements is far greater for specialists 
(32.020) than lor gcneralist physicians 
(general/ family medicine, general inter- 
nal medicine and general pediatrics) 
( 1 7,990). As noted elsewhere in this paper, 
the abundant supply of specialists and sul>- 
specialists serving children has greatlv im- 
proved access to specialized care for acutely 
and chronically ill c hildren. However, the 
imbalance in the projected excess of 
pros iders of general and specialty care serv- 
ices raises important questions about what 
directions future polio* should take with 
regard to the training of 'different types of 
physicians. 

The Supply and Distribution of 
Hospital Care for Acutely and 
Chronically 111 Children 

Most children never require hospitaliza- 
tion: hut some children, especially those 
with chronic and disabling conditions, re- 
quire multiple and sometimes prolonged 
hospital stavs. The access of children re- 
quiring inpatient and/or specialized hos- 
pital outpatient care- has undoubtedly 
been affected bv the same broad trends in 
the health care system described else- 
where in this paper — that is. hospital clo- 
sures, mergers, and acquisitions which 
have reduced the supply of care, particu- 
larly from small, rural and public hospi- 
tals — although research is lac king cm the 
impact of these trends on children. In 
urban areas children often have main in- 
patient and specialized outpatient re- 
sources available to them, including the 
highh specialized serv ices of c hildrcns 
hospitals, although recent public hospital 
c losures have undoubtedlvliniiled c hoiccs 
a\ailahle to low-income families. Choices 
available to most rural children are un- 
doubtedly much more limited and ma\ 
entail travel over considerable- distances. 

Because a great main of the children 
requiring acute care in hospitals have 
been injured, trends in the snpplv and 
distribution of eincigeury and trauma 
care — especially care tailored to meet 
the special chaiactei islic s and needs of 
ehilchen — have particularly important 
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implications for this group. The 
American IIos])ital Association notes 
that during the 1980s, the number of 
hospitals equipped to handle emergen- 
cies on a 24-hour basis increased, but 
despite this encouraging trend, the avail- 
ability of specialized trauma care dimin- 
ished.- 1 This unfortunate trend is 
attributed to the high costs of operating 
trauma centers which, together with the 
burden of the uninsured and low pav- 
ments f rom Medicaid, have forced manv 
hospitals to close their trauma centers. 
Kven among the 151 children's hospitals 
(t icrilvd in a recent report, onlv -11 fa- 
cilities have a ceil i fled pediatric trauma 
center.-"*' 

Services for Children with Chronic 
and Disabling Conditions 

When compared with other children, the 
nation's M.3 million children with chronic 
and disabling conditions require a great 
mam medical and nonmedical seiviccs 
They make more physician visits, require 
more hospitalizations, and are more likelv 
to have multiple- source s of health care." 1 * 
According to Pen in and Ireys. the past 2 
decades have seen great improvements in 
the supply and distribution of the highlv 
specialized medical care needed by chil- 
dren with chronic and disabling condi- 
tions — particularly in urban areas — and it 
is now primarily c hronically ill children 
living in rural areas for whom ac cess to 
services is the most problematic. 

As noted above, the number of highly 
speciali/ed physicians has been increas- 
ing rapidly in recent years. While in- 
creases in die numbers of specialists and 
subspec ialisis in urban areas remedied 
many of the supplv problems that lor- 
nicrh impeded access to care for chroni- 
cally ill children, the medical care of 
chronically ill children continues to be 
characterized In a great deal of confusion 
and fragmentation. Chronically ill chil- 
dren tend to have multiple providers, col- 
laboration and c coordination among these 
providers is of ten lac king, and the picven- 
the and prim an care needs of these* chil- 
dren are often o\ er looked. VM)! In 
addition, whereas access to specialized 
medical c are from office-based ph\ sic ians 
and hospital outpatient clinic s iua\ be ex- 
cellent in mum ui ban areas, the availabil- 
il\ ol the wide arra\ of nonmedical 
seivi( es needed bv c hronic alh ill children 
tends to be much more variable in both 
urban and rural communities.^' 



Conclusions 

'fhe foregoing review reaffirms a long- 
standing paradox in the health care system 
serving the nation's children and preg- 
nant women: some communities and 
populations enjc>\ an embarrassment of 
riches of health care resources, while oth- 
ers remain underseived. And the ven 
women and children who are most woe- 
fully underseived also are among those at 
greatest risk lor low birth weight births, 
infant deaths, and morhidilvand niortalitv 
during childhood. 

While the maldistribution of main ma- 
ternal and child health care resources is 
not new. the foregoing review sugge sts 
that some of the dimensions of the prol>- 
lem of maldistribution have' changed in 
recent veal's. In the private office-based 
sector, the supply of family physicians has 
grown, bringing greatly improved access 
to primary rare partic ularly for children in 
nonmetropoliiau areas. The supplv of pe- 
diatricians and pediatric subspecialists 
also has grown, although because of their 



Physicians 9 reluctance to participate in 
Medicaid has also contributed to the difficulties 
that many women and children experience in 
obtaining needed care. 



continuing maldistribution iclative to chil- 
dren, these 1 increase's have not benefitted 
many children w ho remain underseived — 
especially cnronicallv ill children residing 
in rural areas. T he rising costs of medic al 
liability insurance made what was a serious 
problem — the geographic maldistribu- 
tion of obstetrician-gynecologists — signifi- 
cantlv worse by impairing the abiiin of 
fainilv physicians, certified nurse mid- 
wives, and even sour* obstetricians and 
gynecologists to provide maternity sen ices 
to pregnant women who are otherwise un- 
derservetl. And the continuing problem of 
phvsicians' reluctance to participate in 
Medic aid has also contributed to the diffi- 
culties that mam women and c hilcheu ev 
periencc in obtaining needed care. Some 
ol the most diamatic changes have o< - 
currcd in the supplv and distribution of 
health cate resouiccs in the institutional 
sector, including closures of main hospi- 
tals and c onnnunin health e en let s, i educ - 
tions in core funding ol main c oimmmitv 
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health centers and U >cal public health clin- 
ics, and budget reductions in numy of the 
categorical and block grant health service 
programs which have traditionally been 
offered to women and children in these 
settings. 

The foregoing review suggests some 
policv strategies that seem particularly im- 
portant to ef forts to maintain and improve 
upon the present configuration of mater- 
nal and child health care resources in the 
coining wars: 

/. Continue efforts to bolster the supply of 
family physicians. Because family physicians 
are able to maintain viable practices in 
nonmctropoliian and other undcrserwd 
areas and are apparently willing to practice 
in these communities and to participate in 
Medicaid, the maintenance of a generous 
supplv of these physicians represents an 
especially important resource for children 
and pregnant women. The foregoing re- 
view suggests some disagreement about 
whether the future supply of family 
phvsicians will be adequate to meet the 
demand for their services. The vital impor- 
tance of family physicians to undeserved 
populations suggests that the Council on 
Graduate Medical Education would do 
well to conclude its deliberations with rec- 
ommendations for future health profes- 
sional supply which err on the side of 
producing too idhmv family phvsicians 
rather than too few. 

2. Adopt strategies to lessen the problems 
that medical professional liability issues pose 
for all maternity care providers. A n umber of 
promising strategies for addressing this 
problem have been proposed by the Insii- 
tutc of Medicine."' While a review of these 
strategies is bc\ond the scope of this pa- 
per, the evidence presented here makes 
dear the distortions in the supph of ma- 
ternity «.are providers which have resulted 
Iroin the medical professional liability 
problem. Resolution of this problem 
would bee up considerable capacin for 
the pro\ision of maternity rare services bv 
famih plnsk ians and certified nurse mid- 
wives as well as piovidc needed relief from 
the costs of malprac tice insurance lor or- 
ganized settings. 

3. Continue support for the National 
Health Service Corps (WISC) scholarship and 
loan repayment programs. Some rural and 
innei cit\ communities will alwavs haw 
difficulty attracling and retaining physi- 
cians. However, the MISC. has had de- 
monstrable elfcctiwncss hi filling some of 



these gaps. Although this program was 
verv nearly eliminated in the early 1980s, 
in the face of the negative effects cutbacks 
were having in undcrserwd areas, it was 
rcinslituted by Congress in 1990.-- This 
action has slowed the rate of decline in the 
numbers of physicians in the NUSC pipe- 
line. Because of its important role in plac - 
ing primary care phvsicians in 
undcrserwd communities, continued and 
expanded support for this program will be- 
an important factor in future access to 
maternal and child health care. 

Members of the Nl IS( ". are partic ularly 
important in the stalling of migrant and 
community health centers. Because those 
centers are supported by public resources 
and are targeted for undersened commu- 
nities, it is especially important that they 
be able to function at their maximum c a- 
pacity. Because in the short run, federal 
budget constraints may mitigate against 
significant expansions of the NUSC, it may 
be worthwhile to create special incentives 
for physicians and other health profession- 
als to fulfill NUSC service obligations 
through work in migrant and community 
health ccntei s. 

4. Continue efforts to ensure the fullest 
possible participation of physicians in senung 
Medicaid-eligible women and children. The 
most universally accepted strategy for ac- 
complishing this is (o ensure adequate 
Medicaid reimbursement levels. Hie fed- 
eral Omnibus Budget Reconciliation Act 
(OBRA) of 1989 required that slates docu- 
ment and ensure the adequacy of their 
Medicaid pc diatric and obstetric fees, and 
a number of states haw recently instituted 
fee increases. At the same time, the limi- 
tations of Medicaid reimbursement in- 
creases for improving access to maternal 
and child health services should be recog- 
nized: on. pineal evidence suggests it is un- 
likely that reimbursement increases will be 
of sufficient magnitude to encourage phy- 
sicians to locate in underserveel areas, 8 
and in these communities — where mater- 
nal and child health care needs are also 
greatest — other policv strategics to ex- 
pand the supply of services will be needed 
if access is to be improved (see recommen- 
dation b, below). 

5. Develop systetnatic data with which to 
describe and evaluate the adequacy of the sup- 
ply of maternal and child health care available 
in organized settittgs. Ctili/ation data from 
national surveys make it evident that a 
great main women and children depend 
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on the resources of hospital clinics, public 
health clinics, migrant and community 
health centers, and school-based health 
services. Vet. with the exception of the 
occasional special-purpose survey,- 7 rela- 
tively little information is available to assist 
planners and policymakers in making 
judgments about whether the supply is 
adequate to meet the growing demand for 
care in various organized settings and to 
evaluate* the impact of capacity shortfalls 
on utilization and health status. Available- 
information suggests that in many com- 
munities the capacity in these settings is 
inadequate, but systematic information 
describing the magnitude of these prob- 
lems, collected on a periodic basis, would 
improve both our understanding of this 
situation and the likelihood that tin- fed- 
eral government's scarce discretionary re- 
sources will be committed to addressing 
this problem. 

6. Enhance the capacity of organized set- 
tings to meet the needs of underserved children 
and pregnant women. Even in the absence 
of systematic data, the foregoing review 
suggests the need for capacity-building in 
organized settings. The clinics of public 
hospitals and academic medical centers, 
public health clinics, community and mi- 
grant health centers, and schools repre- 
sent a considerable foundation of 
institutions upon which to expand the pre- 
ventive and primary care capacitv in un- 
derserved communities. Some have 
argued against expanding organized set- 
tings on die basis that it will displace pri- 
vate office-based care, but care from 
organized settings has been found to ex- 
pand the overall availability of care rather 
than displacing care from private phvsi- 
cians. ,W (W Others have argued against ex- 
panding organized settings because it will 
create a "two-tiered system*" of health care, 
but Williams and Miller make a compel- 
ling case that this stance oversimplifies and 
ultimately dodges the very complex ques- 
tion of how best and most feasibly to meet 
the needs of the undcrserved, r) 1 

In recent years the financial pressures 
experienced by many organized settings 
have made capacity-building very diffi- 
cult: many of the public health programs 
financing (are in these settings were re- 
duced or eliminated during the 1980s* 
and increases in others failed to ke ,*p pace 
with medical (are price inflation il**** 1 "' 
Medicaid reimbursements frequently 
failed to cover costs; malpractice premi- 
ums and other practice costs rose and the 



numbers of medically indigent patients 
seeking service increased. 

There are a number of vehicles for 
providing organized sellings with the re- 
sources they need lo expand their capac- 
ity. The most direct approach to building' 
capacity in community and migrant 
health centers is to expand the core op- 
erating grants which currently comprise 
nearly half of their funding.-- Alterna- 
tively, grant programs can be developed 
specifically for capacin-building pur- 
poses. For example, in 1989, the federal 
Department of Health and Human Sen- 
ices awarded $22 million to hclpcomnui- 
niiy and migrant health centers recruit 
new personnel and retain NIISC physi- 
cians past their period of obligation,— 
Other similar initiatives would be helpful 
to efforts to better meet the preventive 
and primary care needs of the under- 
served. 

A more indirect but nonetheless 
helpful approach would be to enhance 
the Medicaid reimbursement levels paid 
for care provided in organized settings. 
While Medicaid reimbursement can only 
be used to pay for services, increased 
payment levels would relieve some of the 
fiscal pressures faced by these institu- 
tions and help them maintain viability. 
The OBRAs of 1989 and 1990 took 
important steps in this direction by re- 
quiring that state Medicaid programs re- 
imburse community health centers and 
other look-alike federally qualified 
health centers on the basis of 100% of 
the costs of providing care. 1 -^ While 
community health centers will benefit 
from this new policy direction, the full 
impact of this policy change on the insti- 
tutions serving children and pregnant 
women will depen/i on whether federal 
regulations (not yet published) enable 
hospital outpatient and local public 
health clinics to obtain the look-alike 
designation and its associated cost-based 
reimbursement. 

The preceding list of policy strategies 
confirms what one might have sus- 
pected — that is. that it will not be possi- 
ble to improve the supply and 
distribution of preventive and primary 
care for children and pregnant women 
without additional resources. Moreover, 
unless the health sen ice delivery pro- 
grams presently serving women and chil- 
dren aie funded at the level of medical 
care price inflation, additional erosion 
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in the capacity of organized settings is 
likelv to occur in the future. 

In an era of tight federal and state 
budget constraints, prospects for redress- 
ing persistent imbalances in maternal and 
child health care resources are limited, and 
there is even some degree of likelihood 
that these imbalances will he allowed to 
worsen. I nlike health and welfare entitle- 
ment programs (such as Medicaid) for 
which appropriations are open-ended, 
mam of the programs that hmd health 
( are in organized settings arc discretionary 
programs for which budget allocations are 
made each year. Asa result, these programs 



are veiv vulnerable- to limited growth, re- 
duction, or elimination during periods of 
light budget constraints. The budget rules 
established b\ the Budget Enforcement 
Act of 1990 will make it very difficult to 
increase funding for the National Health 
Service Corps, the Maternal and Child 
Health Block Grant, or community and 
migrant health centers because these in- 
creases will need to be oil set In cuts iu 
military, international, or domestic discre- 
tionary spending — cuts which a number of 
onlookers agree mav be politically difficult 
to achieve. 1 r, (> * 
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Abstract 

I'hc c hronic health tare* c risis in the 1'niied Suites is primarih the result of rising 
health care costs and of a s\ stein that leaves millions of c hildi on and pregnant women 
without health insurance-, with restricted access to health care, and at risk lor pool 
health. A better understanding of the current system is kev to any reform cl'fort. The 
authors analyze estimates of annual expenditures on medical care services for 
children covering the period from conception through ;igc- KS years, including 
expenditures on pregnancy and delivery. They loc us their attention on the- distribu- 
tion of'hcidth care expenditures l>y type of service and source of payment, on how 
expenditures differ for children of different ages and for adults, and on the rate- ol 
growth in expenditure-son health care for children. 

The authors suggest that, bec ause- there has been a dec line in the relume share of 
expenditures accounted for bv children, efforts to expand thiid-part\ financing of 
their health care will he less likch to overwhelm the s\sicm than would e fforts to 
expand co\erage to other groups. Families who are especially in need of extended 
health care coverage are those of children with major illnesses w ho are e xposed to 
catastrophic costs. I'Jforts at cost containment should he focused on the costs of 
pregnancy and newborn care, areas in which expenditures have grown cxtrcmch 
rapid l\ in recent \ears. Finally, the authors conclude that, if expansion of health 
insuranc e (overage for children in the near term should he incremental, expanded 
coverage- for children 3 to V2 years old would probably have the smallest budge I an 
impac t of am expansion in acc ess to care. 
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Rising health care costs, which have thwarted both public and 
private efforts to slow their growth, are at the heart of the chronic 
crisis of the U.S. health care system. 1 These rising costs consume 
ever greater portions of the budgets of governments, businesses, and 
households, leaving fewer resources for other activities. Attempts to deal 
with the burden of rising health care costs have left millions of Americans 
without health insurance or with insurance that is seriouslv inadequate. 

Children and pregnant women have not escaped the fallout from the 
rapid increase in health care costs. Despite recent expansion of govern- 
ment programs (see the Hill article in this journal issue), more than 1 in 
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5 children were without health insurance at some time during 1991. As 
documented by Monheit and Cunningham in this issue, children without 
health insurance use less preventive care and less care for acute illness. 
Presumably their health suffers as a consequence of this reduced utiliza- 
tion. Legislation has been introduced at the federal level and in several 
states to extend health insurance coverage to more children, and public 
opinion polls indicate that the public is sympathetic to the health care 
needs of children. Yet there appears to be a reluctance to commit resources 
to new health care programs in an era of general fiscal austerity. Given the 
inexorable rise in health care costs, concerns about the wisdom of expand- 
ing health care financing without either bringing costs under control or 
addressing what many feel are the inefficiencies of the current system 
appear justified. 

A better understanding of the current system, however, is key to any 
effort to reform health care financing for children and pregnant women. 
Generalizations drawn f rom the observations of the health care system as 
a whole may not be totally applicable to children, especially at the level of 
detail necessary for effective policymaking.- Accordingly, this article pre- 
sents estimates of annual expenditures on medical care services for chil- 
dren covering the period from 
conception through age 1 8 years in- 

In this era of heightened consciousness, eluding expenditures on pregnancy 

J ¥ 55 _ /-tto . 7 • » and dehverv. Among the questions 

knowledge about the nature of US. expenditures addresscd arc . , , <m . ^ thcsc hcallh 

on health care for children is vital for those who ouc cxpcnc iitures distributed 
would improve children y s health. among different types of health serv- 

^^^^^^^^^^h^^^^^m^^^^^^^^^^m^m ices and different sources of pay- 
ment? Is the level and mix of 
medical care expenditures different for children of different ages and 
different for children as compared to adults? Are these differences great 
enough so that an incremental approach to health care financing reform 
which focuses initially on children makes sense? What about the rate of 
growth in expenditures on health care for children? Is it as rapid as the 
rate of growth in aggregate health care expenditures? Is it driven by similar 
forces, so that developing effective cost control strategies will have to be 
an integral feature of any effort to expand children's access to health care 
services? 

To be sure, a description of where we are today and some of the trends 
that got us here will not be sufficient to point the way to effective reforms, 
and some of the information presented may raise as many questions as are 
answered. Still, it appears that, in this era of heightened cost-consciousness, 
knowledge about the nature of t\S. expenditures on health care for 
children is vital for those who would improve children's health. 

SOUrCGS Of DotQ primaiA source of the expenditure esii- 

mai es prowcletl in thisieport. : *\Vith u total 
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io provide estimates of the health status, 
use of health services, expenditures, 
sources of payment, and insurance cover- 
age of the U.S. civilian population for the 
calendar year 1987. Each family in the 
survey sample was interviewed five times 
during 1987 and 1988 to obtain detailed, 
accurate information about each family 
member's health and health care utiliza- 
tion during 1987. To verifv and supple- 
ment the information provided by the 
household respondents, separate surveys 
were performed on the medical care and 
health insurance providers of the house- 
holds in the sample. 4 Special tabulations 
of individual NMESdataon the utilization, 
cost, and source of payment for health 
care aggregated by age groups are the basis 
of the estimates reported in this article."' 

Baseline* data for explorations of 
trends in health care costs over the 10-year 
period 1977-1987 are obtained from the 
1977 National Medical Care Expenditure 
Survev (NMCES). Siniilai in design to the 
1987 NMES, the 1977 NMCES also supple- 
mented multiple interviews of individuals 
in 14.000 households with information 
from health care providers, employers, 
and insurance companies to provide a 
com pre hen she statistical picture of how 
health care services were used and paid for 
bv the L.S. noninstitutionalized popula- 
tion in 1977. (i 

Both the NMCES and the NMES tabu- 
lations used in this analvsis follow the 
NMCES procedure of not treating the 
stavs of newborns delivered in hospitals as 
separate admissions unless the infant re- 
mained in the hospital beyond the dav on 
which the mother was discharged. 7 Thus, 
in the NMES data, the costs associated with 
uncomplicated births (typicallv those in 
which the infant is discharged at the same 
time as the mother) are attributed to the 
mother, and the costs of complicated 
births (those where the infant remains in 
the hospital after the mother is dis- 
charged) are attributed to the infant and 
tabulated in the cost of medical care for 
children less than 2 vears old. Because we 
could not obtain specific data on expendi- 
tures for all pregnancies in both the 
NMCES and NMES, our estimates of the 
costs of pregnancy are constructed from a 
varietv of data sources and reported in a 
separate section .« s 

In the analvsis that follows, we use the 
1987 NMES to analyze health care expen- 
ditures for children by rvpe of service, age 



of child, and sources of payment. We also 
compare expenditures on children's 
health care with expenditures on health 
care for adults and examine the source of 
growth in expenditures on children's 
health between 1977 and 1987. Y A T e then 
turn to a separate analvsis of expenditures 
for pregnancv and infant health care. 

Personal Health Care 
Expenditures 

Modified personal health care expendi- 
tures (MPHCE) as used in this report in- 
clude expenditures on hospital care, 
services of phvsicians, dentists, and other 
health professionals; prescription drugs; 
and other personal health care services and 
products (eveglasses. hearing aids, and 
other medical equipment).-' For children 
ages 0 to 18 vears, MPHC expenditures 
totaled S49.8 billion in 1987 (see table 1). 
(Detailed tabulations of expenditure pat- 
terns bv age, tvpe of service, and source of 
pavment are presented in appendix tables 
AI-A4.) Per capita expenditures (mean ex- 
penditures per child) were S737 and varied 
considerably by the age of the child. 

As shown in lable 1. for each age group, 
aggregate expenditures are the product of 
the population of the group, the propor- 
tion of the population with expenditures 
on medical care, and the mean expendi- 
ture for those with expenses. Although 
there are more than three times as manv 
children in the 3- to 12-vear-old age group 
as in the 0- to 2-\ ear-old age group, aggre- 
gate expenditures for the 0- to 2-vear-oIds 
were 12% greater. This difference primar- 
ily reflects the fact that mean expenditures 
among 0- to '2-year-olds were more than 
three times as large as mean expenditures 
among % to 12-year-olds. Mean expendi- 
tures for adolescents (ages 13 to 18) were 
almost twice as large as mean expenditures 
for 3- to 12-vcar-olds but about two-thirds 
the level of mean expenditures on 0- to 
2-vear-olds. We explore some of the sources 
of these age-specific differences below. 

In the aggregate, children 0 to 18 years 
of age constituted 28.2% of the noninsti- 
tutionalized population in 987 but ac- 
counted for onlv 13.7% < f modified 
personal health care expen U lures. Per 
capita MPHCE for children was only 59% 
as large as adult per capita expenditures. 
Per capita expenditures of adults 19 to <>4 
vears of age were slightly less than those of 
voting children (ages 0 to 2) but substan- 
tially greater than per capita expenditures 

10.) 
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of children age 3 to 18. Per capita expen- 
ditures among the elderly (those at least 
o7) vears ot age) were, at S4.27G. almost six 
times those of children. The elderly, as a 
group, consumed a disproportionate 
share of health care: although thev ac- 
counted for 11.8% of the noninsutution- 
alized population in 1 987. their 
expenditures accounted for 33.2'? of the 
expenditures on personal health care bv 
the noninstitutionali/ed population. 10 

Expenditures by Type of Service 

For children U to 18 years of age. hospital 
services, both in- and outpatient, ac- 
counted for the largest share of modified 
personal health spending — S24.3 billion 
in 1987. representing 48.79c ol"i\H expen- 
ditures i figure 1). Expenditures on phvsi- 
cian sci \ ices 1 or children . both 
ambulator* and inpatient < are. amounted 
in Si 1 billion in 1987 while dental care 
expenditures totaled S8.2 billion. Lesser 
amounts ( 52. 4 billion > were spent on non- 
phvsician ambulaton care (including serv- 
ices rendered by home health agencies, 
optometrists, chiropractors, and podia- 
irists. among others). $2.1 billion on pre- 
scription drugs, and SI. 3 billion on a 
miscellany of other personal health sen- 
ices including eyeglasses, hearing aids, 
other medical supplies and equipment, 
and similar items. 



MPHCE by Age of Child 

The distribution of expenditures among 
(he different types of services varied con- 
siderably according to the age of the child 
(figure 2). Among children 0 to 2 years 
old. inpatient hospital care accounted for 
almost itt)% of all expenditures, and inpa- 
tient care b\ physicians accounted for an- 
other 17'f. The high concentration of 
expenditures on inpatient services in this 
age group represents principally the care 
of sick newborns. Ambulatory care in phy- 
sicians' offices and in hospital clinics and 
emergency rooms accounts for most of the 
rest of expenditures ( 189M in this group. 

In contrast, expenditures on ambula- 
tory care account for a high proportion 
of MPHCE for those 3 to 12 vears old. 
Kxpendi lures for inpatient hospital care 
i 21 '7) ;uid plusician services iVi) ac- 
count for only 2:V< oi expenditures in 
this age group, while ambulatory care, 
about equally divided between care in 
physicians' offices and hospital outpa- 
tient departments, accounts for almost 
of all expenditures. For this age 
group, dental care at 22% of MPHCE is 
the largest single category of expense of 
those detailed in f'gure 2. Prescription 
drugs and non.phy sician ambulatory care 
are also important sources of expendi- 
tures. The relatively small proportion of 



Table 1 . Modified Personal Health Care Expenditures by Age, NMES 1987 



Age Group 
(years) 



Total MPHCE 
(billions) 



Total Population Percent of Pef Capita Expenditures 
(millions) Population with Expenditures per Individual 
Expenditures with 

Expenditures 



S49.8 
16.8" 
14.9 
18.2 



193.2 
121.0 



68 
11 
35 
22 

144 

28 



All children (0 to 18) 

0to2 
3 to 12 
13 to 18 
Adults 

19 to 64 

65+ 

' Modified personal heaith care expenditures (MPHCE) equal expenditures on hospital care, services of physicians 
dentists and other health care professionals, prescription drugs, and other personal health care services and products 
ncludmg eyeglasses, rearing aids, and other medical equipment 



83 
92 
81 
80 

83 
94 



$737 
1.524" 
426 
843 

1,347 
4,276 



$893 
1,660" 

525 
1,053 

1.616 
4,566 



Excludes expenditures associated with the initial newborn hospitalization of infants discharged at the same time as their 
mothers These expenaitures are attributed to the mother in the NMES. When estimates of these expenditures from table 2 
are included in total MPHCE estimates for the 0- to 2-year-old group, total expenditures for this age group increase to 
: 1 9.0 billion and per capita expenditures increase to S 1 .727 

Source. Agencyror Health Care Policy and Research. 1987 National Medical Expenditure Survey - Child Health Questionnaire 

ond Housenold Survey 
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expenditures for hospital care in this age 
group is probably responsible for the low 
per capita expenditures reported for 3- 
to 12-year-olds (table 1), 

As per capita costs increase among 
those 13 to 18 years of age relative to those 
3 to J 2 years old, so does the proportion 
of expenditures which joes to inpatient 
hospital care (29%) and inpatient phvsi- 
cian care {7'x). The higher per capita 
expenditures for inpaiienr care for 13- to 
18-vear-olds is in part attributable to preg- 
nancy-related costs. In 1987, there were 
approximately 320.000 live births to girls 
less than 19 years old. 11 Based on the 
estimates of the mean cos( of pregnancv- 
related health care services, we estimate 
that these births accounted for almost 
SI. 24 billion in hospital-related obstetri- 
cal charges and almost SI 90 million in 
expenditures tor inpatient care of healthy 
newborns. 1 - Together these expendi- 
tures amounted to S70 per 13- to 18-vear- 
old. Although a considerable amount, 
expenditures on pregnancv account for 
onlv about 30% of the difference between 
13- to 18-vear-olds and 3- to 12-year-olds 
in per capita expenditures tor care in the 
hospital. 

A hypothesis which requires further 
investigation is that the relatively high in- 
cidence of trauma associated with acciden- 
tal injuries and violence in the 13- lo 
18-vear-old group accounts for much of 
ihe increase in expenditures on their hos- 
pitalization. (See the article bv IVrrin. 
Guvcr. and Lawrence in this journal 
issue.) In addition, as is true for 3- to 12- 
vear-olds, 13- to 1 8-yrar-olds incur large 
expenditures for dental care. On average, 
13- to 18-year-olds spend one and a half 
times as much on dental care as they do 
on ambulatory physician and ambulatory 
hospital care combined. 

Comparison of Children's MPHCE 
with Adult Health Care Expenditures 

The distribution of MPHCE by type of 
seivice for adults (19 years and older) is 
also presented in figure 1. A somewhat 
larger proportion of adult than child 
health care expenditures go to hospital 
care (54 ( £ versus 49 c, £ ) , while a somewhat 
higher proportion of children's expendi- 
tures go to physicians as compared with 
adults (22'.? versus 2(H ) - These small dif- 
ferences between children and adults in 
the proportion of modified personal 
health expenditures that go to physicians 
and hospitals are almost entirely a result of 



Figure 1 . Health Care Expenditures by Type of 
Service and Age, NMES 1987 
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Source: Agency for Health Care Policy and Research. 1987 National 
Medical Expenditure Survey - Household Survey 



Figure 2. Distribution of Health Care Expenditures 
for Children of Different Ages by Type of Service, 
NMES 1987 



s E 
















1. i 




y 








\ i m i 




t s 

Jf 
Jt 

*3 1 

i i 
T 

1 Q 0 2 <r*fl 


5 5 ? * S s 
? - ■ ij 

u I i 

r 



Source- Agency for Health Care Policy and Research. 1967 National 
Medical Expenditure Survey - Household Survey 



THE FUTURE OF CHILDREN - WINTER 1992 



the increase in inpatient hospital care bv 
those 65 vears ot age aiui over. The shares 
of health expenumires going to physicians 
(22%) and hospitals (f>09) among adults 
19 to (54 vears (not shown) arc almost 
identical to the relative shares of expendi- 
tures on these tvpes of services in the 
health care expenditures of children. Per- 
haps the most striking difference in the 
health care expenditure patterns of adults 
as compared to those of children is the 
much larger share of dental care expendi- 
tures in the health care budget of children. 
The most extreme difference exists 
between children ages t> to IS, for whom 
dental care represents almost 30'? of ex- 
penditures, and those <>•> vears of age and 
older (not shown), for whom dental care 
represents less than :\ c i of expenditures. 

Sources of Payment for 
Children's Health Care 

In 1987. approximated two thirds of total 
modified personal health care expendi- 
tures for children were paid for bv third- 
partv pavers, private health insurance and 
government programs (figure 3). Direct 
patient pavments (typically bv adult family 
members for children) including insur- 
ance co-pavinciits and deductibles, as well 
as out-of-pocket pavments tor uninsured 
services, financed 27 f ,r of expenditures on 
children's health care. Other private 
sources, including philanthropy and sen- 
ices provided free from provider (uncom- 
pensated care), accounted for the 
remaining t» r < . 

Hospital Care 

The share of health care expenditures 
funded bv third parties • aned consider- 
ably bv tvpe of service. For hospital care, 
which accounted for almost Wc (S2-0 
billion) of expenditures for children, 
third-party pavments accounted for 81 '7 
of all expenditures in 1987 (table All. 
Out-of-pocket expenditures financed 
about 1 1'7. of hospital care lor this group. 
As compared with inpatient care, a some- 
what higher percent of outpatient hospital 
care \%as paid for out-of-pocket ( 15'?. ver- 
sus 10<7 ). The proportion of hospital care 
paid for bv government programs (about 
3:V'( ) differed little bv tvpe of service. 

Physician Services 

On a per capita basis, out-of-pocket expen- 
ditures tor physician services totaled about 
S53 (table Al). Altogether, more than 
:*2'7, of the SI 1 billion expended on phy- 



sician servicesfor children 0 to 18 vears old 
was paid for direct'y oui-ot : pocket. This 
was three times the proportion of hospital 
services paid for out-of-pocket. Moreover, 
the proportion of physician charges paid 
directly bv families for their children var- 
ied considerably with the kind of service: 
almost 43^7 of charges for ambulatory phy- 
sician services were paid out-of-pocket as 
compared with \9 c l of charges for inpa- 
tient care. 

Private insurance paid for approxi- 
mately 41 f . ; c. of physician services regard- 
less of where the service was delivered, but 
there was considerable difference in the 
proportion of these services financed by 
public programs. Public programs paid for 
57% of inpatient physician expenditures: 
\)% of these expenditures were financed 
bv Medicaid and 2OT bv other public pro- 
grams! including suite and local programs 
and hospitals which provide services di- 
rectlvand the Civilian Health and Medical 
Program of the Uniformed Services 
(CMAMPL'S — the health insurance pro- 
gram for dependents of military person- 
nel). In contrast, public programs paid for 
onlv L5 C 7 of expenditures for ambulatory 
phvsician visits: 1 1 v i was paid bv Medicaid, 
and more than \V7o was paid by other pub- 
lic programs. 

Nonphysician Ambulatory Care 

Families spent $788 million out-of-pocket 
for nonphvsician ambulatory care (home 
health care, optometric care, and the like) 
for children in 1987. This amount repre- 
sented almost TS< of all expenditures on 
these services. Out-of-pocket pavments fi- 
nanced a smaller proportion of nonphysi- 
cian ambulatory services (SS'.T-) as 
compared with ainbulatoiy phvsician sen- 
ices (43^ ) because a larger proportion of 
expenditures on nonphvsician services 
were paid for by Medicaid and other gov- 
ernment programs ( \6% and 10' 7 . respec- 
tively, of expenditures on nonphvsician 
services versus 11 '7 and 3'7 of expendi- 
tures on ambulatory physician sen ices). 

Prescription Drugs and Dental Care 

Out-of-pocket payments accounted for 
more than 50% of all expenditures on 
prescription drugs and dental care for 
children in 1987. However, there were 
considerable differences in the distribu- 
tion of sources of payment for these serv- 
ices among the other pavers. Private 
health insurance paid more than 37'7. of 
expenditures on dental care but onlv 28% 
of expenditures on prescription niedica- 
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tions. Public programs paid more than 
14% of prescription chug costs but less 
than i5 ( .y. of dental expenditures. On a per 
capita basis, annual expenditures on den- 
tal care for children are large, SI 29 or 
1 7.5% of all modified personal health care 
expenditures. Because almost 53 c c of den- 
tal care expenditures are paid out-of- 
pocket, out-ot-pocket expenditures on 
dental care ($68 per child per vear ) are the 
largest service-specific component of di- 
rect family expenditures on health for ch il- 
dren. accounting for more than one third 
of all out-of-pocket expenditures for chil- 
dren's health care. Out-ot L pocket expendi- 
tures on dental care were 2H% larger than 
out-of-pocket expenditures for physician 
care and 7\ c/ < greater than out-of-pocket 
expenditures on hospital care. 

Variation in Source of Payment 
Among Children of Different Ages 

There is considerable variation in the dis- 
iribution of sources of pavment for chil- 
dren's health care according to the ago of 
the child (figure 4 and tables A2-A4). The 
proportion of health care expenditures 
financed out-of-pocket is twice as large for 
c hildren 13 to 18 vears old (S-1'7 ) as it is 
for 0- to 2-vear-olds (17'c). Conversch. 
Medicaid and other public programs paid 
for 42'< of health care costs in the 0- to 
2-vear-old age group, but lor onlv I2 f r of 
I lie expenses of those 13 to 18 sears old. 
The distribution of expenditures tor 3- to 
12-vear-oId children among the various 
pavers generalh tails between the distribu- 
tions lor older and votinger groups with 
the exception that Medicaid accounts for 
a slightlv higher proportion of expendi- 
tures in this group than it does in the 0- to 
l 2-\ ear-old age group. 

Variation in the sources of pavment for 
health care b\ age reflect (1) variation in 
the sources of payment tor different 
health care sen ices and CD age-specific 
differences in die utilization of different 
health care services, for example, lor all 
children 0 to IS vears old, go\ernmeni 
programs pa\ for more than rW? of ex- 
penditures on hospital care, but less than 
.V{ of expenditures on dental care. Expen- 
ditures tor hospital care account for al- 
most OS 0 ? of all expenditures tor 0- to 
U-vear-oIds but onlv of expenditures 
for 13- to 18-vear-olds. while dental care 
ac counts tor \W"r of expenditures tor \$- 
to 18-\ ear-olds but is not a factor in expen- 
ditures tor 0* to 2-\ear-olds. Thus, govern- 
ment programs pav foi a larger proponion 



Figure 3. Expenditures on Health Care for 
Children and Adults by Source of Payment, 
NMES 1987 



create insurance 




•Tiher Frrvate Source* 
{Including Fiee (rexn Prov<jeU 



Children <0-18 year?, of age) 




Otrver Puohc Sources 

O^er Private Sources 



Adults (19 years and over) 

'Out-ot-pocket payments include copayments and deductibles 
for services partially covered by insurance as well as other direct 
expenditures. 



Source: Agency for Health Care Policy and Research, 1987 National 
Medical Expenditure Survey - Household Survey 



Figure 4. Distribution of Payment for Children's 
Health Care by Age, NMES 1987 
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Source: Agercy for Health Care Policy and Research. 1P87 National 
Medical Expenditure Survey - Household Survey 
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of the lonil health care expenditures for 
0- to 2-year-olds than for 13- to 18-year- 
olds. Similarly, government programs that 
target particular age groups, such as the 
1989 expansion of Medicaid eligibility for 
children under 6 years old (see the Hill 
article in this journal issue) will affect 
health care providers differently depend- 
ing on the utilization of different health 
care services bv children of different ages. 

Differences in Sources of Payment 
Between Children and Adults 

The distribution of sources of payment tor 
health care services for adults (19 wars 
and older) differs from the distribution of 
sources of payment for children in several 
wa v s (figure 3). Approximately 37'c of 
adult modified personal health care ex- 
penditures are paid for bv government 
programs including the 2\ r < of expendi- 
tures financed bv Medicare. 1 The balance 
of public expenditures is divided almost 
equallv between Medicaid and other pub- 
lic programs. Including Medicare, public 
programs paid for o2 r t of expenditures 
for those ()f> and over (not shown). For 
those 19 to 64 years old. the T2 <v c share of 
MPHCE paid for bv public programs is 
shared approximately equally bv Medicaid 
and other public programs with almost 4' \ 
of funding coming from Medicare. While 



Five percent of the population 
of children (Oto 18 years old) 
accounted for more than 59% 
of all MPHCE in 1987. 



the proportion of MPHCE for 19- to o4- 
vear-olds financed through public pro- 
grams was quite similar to the proportion 
of children's health care financed pulv 
liclv. the S42 billion public expenditure on 
adults H) to <)4 years old was almost 3. a 
times the si/.e of aggregate public expendi- 
tures on children in 1987. In the aggre- 
gate, expenditures on modified personal 
health care for adults are more than live 
times as great as expenditures on children. 
Because the share of adult health care 
financed bv public programs is much 
greater than the share of children's health 
care financed bv public programs, public 
expenditures on adult health care (SI 16.7 
billion) weie almost 10 times as great as 
the public expenditures on children's 
health care billion). 

V 



Within the population aged 0 to 18 
\cars, the proportion of health care expen- 
ditures financed by public programs tends 
lo fall and the proportion financed pri- 
vately, both out-of-pocket and through pri- 
vate insurance, tends to rise with 
advancing age (figure 4). This tendency' is 
reversed after earlv adulthood with the 
result that the proportion of health care 
expenditures paid di recti v out-of-pocket is 
highest for school-age children, teenagers, 
and voting adults (not shown). It is not 
unreasonable to speculate that policies de- 
signed to increase access bv expanding 
health insurance coverage could substan- 
tiallv increase the utilization and cost ot 
health care in these age groups. 

Burden of Children's 
Health Care Expenditures 

Analysis of the distribution of medical care 
expendittii es among the various sources of 
payment for sen ices can conceal the mag- 
nitude of the financial burden some fami- 
lies face in trying to pay for their children's 
medical care. Each vear a small proportion 
of the population accounts for the majority 
of health care costs. Five percent of the 
population of children (0 to 1 8 years old) 
accounted for more than 50% of all 
MPHCE in H)S7. One percent of the child 
population accounts for 37 f 7 of MPHCE. 
These statistics also suggest that little is 
spent on health care for the majority of the 
population of children. These patterns of 
health t are expenditures being concen- 
trated among a small percent of the popu- 
lation hold also among the elderlv in the 
I nked States and in other countries. 1 11 
Oiven per capita MPHCE of S737 for chil- 
dren in 1987, these ratios imply that per 
capita expenditures for the most costly 1 r 7 
of the child population averaged S27,5()2 
in 1982. MPHCE a\eragcd S8,641 for the 
most costly 5 f 7 of the population and only 
$316 for the least costly \W< . (For a discus- 
sion of the uneven distribution of morbid- 
ity among the child population from a 
different perspective, see the articles bv 
Starficld and bv Perrin. Oliver, and 
Uuvrence in this journal issue. I 

The concentration of health care out- 
lavs can have an enormous financial im- 
pact on a faniilw even on those with fairly 
typical health insurance having various 
cost-sharing features. For example, among 
children who were hospitali/.cd in 1987. 
out-of-pocket expenditures for inpatient 
physician services averaged S349. In addi- 

L»5 



U.S. Health Care for Children 



lion, mean out-of-pocket expendi tines tor 
inpatient hospital care were $502 for chil- 
dren who incurred hospital expenses in 
1987. Overall, for children hospitalized in 
1987. out-of-pocket expenditures tor hos- 
pital and plnsician care while in the hos- 
pital exceeded S850 on average compared 
with a mean expenditure of only S39 when 
out-of-pocket expenditures on inpatient 
care v j averaged over all children J ^ 

The concentration of medical outlavs 
also provides an incentive for private in- 
surance com pan ies and employers to iden- 
tity children likelv to be heavy users of 
medical care. If thev can idcntifv poien- 
liallv expensive patients or medical condi- 
tions in advance, pavers mav be able to 
reduce their exposure to the financial risk 
of paving for health care for these cxpen- 
mvc pa lien ts. 1 ( See i he article bv Shells and 
Wolfe in this journal issue.) 

Growth in Expenditures 

Rapidlv rising health care costs have pre- 
cipitated a health care financing crisis for 
the nation. In this section, we compare 
baseline data from the 1977 XMCES with 
expenditure data from the 1987 VMES to 
explore changes iti medical care spending 
for children and adults between 1977 and 
1987. During this 10-vcar period, aggre- 
gate modified personal health care expen- 
ditures tor children (unadjusted lor 
inflation) increased 1>\ i234'7, from SI 1.9 
billion in 1977 to $49.8 billion in 1987. Per 



c apita expenditures on children increased 
bv a slightlv more rapid 240%, from $217 
in 1977 to $737 in 1987. The rate of in- 
crease in aggregate expenditures was 
slightly less than the rate of increase in per 
capita expenditures because the popula- 
tion of children declined by 1.2 million 
( 1 .7%) over the decade. 

In contrast, per capita expenditures 
for adults ages 19 to 64 increased by only 
158% during the same period, but the 
population aged 19 to <)4 vears grew bv 
22.5 million or 18.;V7 . Accordingly, aggre- 
gate expenditures on the noninstitution- 
ali/ed population 19 to ()4 vears old grew 
bv 207% from 1977 to 1987. 

Aggregate MPHCE of the noninstitu- 
tionali/ed population (>5 vears of age and 
older grew even more rapidlv. bv 
irono25 billion in 1977 to SI 21 billion in 
1987. The high rate of growth in this age 
group resulted from the combination ol 
rapid growth (281 f v) in per capita expen- 
ditures, from $1,124 in 1977 to $4,277 in 
1987, ami an increase in population off) 
million, or 27*%. 

Overall, per capit. expenditures on 
children increased 20% more rapidlv 
than per capita expenditures on adults: 
however, because the number of chil- 
dren declined slightlv while the number 
of adults increased bv 28.5 million, chil- 
dren's MPHCE declined to 1 3.7'7 ol 
total expenditures in 1987 from 14..V< 
in 1977. 



Figure 5. Factors Accounting for Growth in Per Capita 
j Expenditures for Health Care for Children, 1977 to 1987 




















<- 





Source Agency for Health Core Policy and Researcn. 1977 National Medical Care Expenditure 
Survey - ncusenoid Survey: Agency for Health Core Pcl'Cy and Research. 1987 National 
Medtca: Exoendtture Survey - Household Survey. 
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Sources of Growth in Children's 
Health Care Expenditures 

It is useful to examine separately factors 
that contribute to growth in health care 
costs. Although such analyses may not ex- 
plain why costs increase, they can help in 
assessing the relative contributions of the 
various factors which fuel growth. A fre- 
quently performed analysis allocates the 
change in health care expenditures among 
four factors: general price inflation, indus- 
try-specific price inflation, population 
growth, and all other factors.-'- 1 * 1 

The results of decomposing the growth 
in per capita MPHCE for children between 
1977 and 1087 are presented in figure 5. 
Cieneral and medical price inflation have 
been found to account for a substantial 
part of the growth in personal health care 
expenditures for the general population. '• 
Thev appear to account for almost half of 
the overall increase in per capita expendi- 
tures tor children between 1077 and 1087. 
In addition, an increase ol almost 4 per- 
centage points in the proportion of chil- 
dren in the 0- to ^-vear-old age group — the 
group wita the highest per capita expen- 
ditures — resulted in a :t'7 increase in per 
capita expenditures for children 0 to IS 
vears old. 

Once price and population changes 
are explicitly represented, the "all other 
factors" in this analysis is a measure of the 
increase in the a\erage "intensit\" of 
health care sen ices delivered on a per 
child basis (more health services per 
child). This residual term, which also in- 
cludes measurement error, accounted for 
48% of the increase in MPHCE for chil- 
dren during the 11)77-11)87 period. 

Further analyses indicate that in- 
creased expenditures on both inpatient 
and outpatient hospital services ac- 
counted for more than 7a f 7 of the in- 
crease in the resource intensity ol 
children's MPHCE. Per capita expendi- 
tures on hospital care for children in- 
creased by 370'? between 1 1)77 and 11*87. 
while per capita expenditures on all 
other personal health care services for 
chil< .i increased hv 1 (>7 f 7 . 1 lospital ex- 
penditures increased most rapidly for 
those 0 to 'J \ ears old. b\ more than <>3<K7 
between 1977 and 1087. As a result of 
this rapid growth, the proportion of hos- 
pital expenditures accounted for hv this 
age group grew to 47^ of all expendi- 
tures on hospital tare for childien in 
1987 from 20 f 7 in 1077. Overall, close in 



Ai)% of the increase in intensity of all 
medical care for children of all ages over 
the period was the result of an increase 
in the intensity of hospital care for chil- 
dren in the 0- to 2-vear-old age group. 

It is tempting to speculate that in- 
creased expenditures for this age group 
reflected the rapid rate of technological 
advance in the care of high-risk, very low 
birth weight babies in neonatal intensive 
care units and the proliferation of these 
units throughout the hospital svstem. 
(See the Racine. Jovce. and Grossman 
article in this journal issue.) The in- 
crease in the level of real medical care 
.sen-ices received bv these infants and 
voting children mav also reflect the in- 
creased health care needs of high-risk 
infants who survive the neonatal period. 
At this point in time, however, we do not 
have access to NMES data at a level of 
detail which would allow imcstigation of 
this conjecture. 

Expenditures for 
Pregnancy and Infant 
Medical Care 

Medical care during pregnancy, child- 
birth, and infancy (the fust year of life) 
not only has a significant impact on the 
health and survival of Noting children, 
but also is a major source of health care 
expenditures. However, despite several 
surveys that examine pregnancy and 
childbirth specifically 17 and others that 
detail health care expenditures gener- 
ally, an overall expenditures data set 
from which a comprehensive estimate of 
the costs of pregnancv and infant care 
can be calculated is not available. Ac- 
cordingly, we follow the lead of several 
previous investigators 1 s in drawing on 
data from a variety of sources — some 
large national surveys, some smaller spe- 
cialized studies — to obtain estimates of 
both the volume of services provided to 
pregnant women and infants in 1087 and 
the prices of these various services. All 
prices and quantities presented arc for 
1087 unless otherwise stated. The esti- 
mates are detailed in tables 2 and 3. The 
sources, methods, and assumptions un- 
derlying these estimates are piesented 
either in the text or in notes to the tables 
to enable the reader to assess the qualm 
of the estimates and place them within 
the context of the other anahses pre- 
sented in this article. 
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Table 2. Estimated Expenditures on Health Care for Infants, 1987 



Type of Expenditure 



Number of Infants 
(thousands) 



Average Cost 



3,007 
3.007 



939 
740 

747 
3.068 

683 
3,865 
3,865 



$609 
134 



7,107 
3421 

544 
179 
162 
36 
$3,271 



Total Cost (millions) 



Normal newborn care a 

Hospitals 

Physicians* 

Other infant care (including NICU 
and ^hospitalizations)* 3 

Hospitalizations 

Hospitals 

Physicians 
Ambulatory care 

Hospital clinics and ERs 

Physicians 

Nonphysician ambulatory care 
Drugs, denral. other" 
Total expenditures on infant care 

"includes a pediatrician's visit for ali infants and circumcision charge for 50% of all infants. 



"Total population in less than 1 -year-old age group and per capita charges for indicated services. 



$1,831 
401 



6,671 
2.531 

407 
551 
111 

138 
$12,641 



Sources: 

OMinor. A.F. The cost of maternity core and childbirth tn the United States. 1969. Health Insurance Association of America, 
research bulletin. HIAA. December 1989. 

b Agency for Health Care Policv and Research. 1 987 National Medical Expenditure Survey - Child Health Questionnaire and 
Household Survey. 



Medical Care for Infants 

Km i mated health care expenditures lor 
( hildren in their first war of lift-' totaled 
Sl2.f> billion, or S3.271 per infant in 1987 
(tabic 2). Approximately 18 c r. of the total 
was spent on care in the hospital for nor- 
mal newborns. Another 72?£ was spent for 
the initial hospitalization and inpatient 
pbvsician care of newborns suffering some 
complication ol birth and for the care of 
infants requiring rchospitali/ation during 
their first year of life. Onlv Wi of the 
total, or S3 1 2 per child, was spent on 
health care not requiring hospitalization, 
including well-child and preventive care. 

Approximately 80'? to 8.V." of new- 
borns arc discharged from the hospital 
with their mothers alter a routine nursery 
stav and normal well-infant care. 1 '* 
Because information on the cost of cure 
for these "normal" infants was not tabu- 
lated separately in the 1087 NMKS data 
used elsewheu* in this report, we use esti- 
mates of tin* mean cost of care for these 
infants developed bv the Health Insurance 



Association of America.- 0 - 1 In 1987. the 
mean hospital charge for these infants was 
Sb09. and well-infant pediatric care cost 
SI 34 on average. 

Information on expenditures for in- 
fants born with some complication which 
resulted in their being discharged at a time 
other than that at which their mothers 
were discharged is available in the 1987 
W1ES. Information on expenditures for 
all infants after their initial hospitalization 
is also available in the 1987 XMES. 
although for this analysis it is not possible 
to distinguish between expenditures on 
the initial hospitalizations for infants with 
complications and expenditures on rehos- 
pitalizations. Details of these costs are pre- 
sented in table 2 as are estimates of total 
costs which are the sum of total expendi- 
ture estimates iron. \'MES and the extra- 
neous estimates of expenditures on 
normal newborns. 

When estimated expenditures on nor- 
mal infant care — $2.2 billion from table 
2 — are added to the estimate of total 
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Table 3. Estimated Expenditures on Obstetrical Care, 1987 



Type of Expenditure Number Average Total Costs 

(thousands) Cost (millions) 



LIVE BIRTHS 
Hospital charges 

Normal delivery 2,821 $1766 $4,982 

Cesarean delivery 953 3,460 3 297 

Professional charges 

Normal delivery 2723 1.313 3.575 

Cesarean delivery 953 1.806 1 721 

Midwife 98 874 86 

Out of hospital delivery _ 4 ;c:rges 1 9 1 ,840 35 

(Including practitioners' fees) 

Prenatal Tests 0 

Electronic fetal monitoring 2,842 57 162 

Amniocentesis 198 148 29 

Ultrasound 3,001 287 861 

ALL LIVE BIRTHS 3.809& 3.872 14.748 

MISCARRIAGES AND STILLBIRTHS 0 802 527 424 

ALL OBSTETRICAL CARE ^H $3.290 315,172 

a Estimates of the frequency of performance ot electronic monitoring and ultrasound are based on data reported in 
Moore. Jr.. M.. Jeng. L.L. Kaczmarek. R.G.. and Placek. P J. Use ot diagnostic imaging procedures and fetal monitoring 
devices in the care of pregnant women. Public Health Reports (September-October 1 990) 105.5:47 1-75. Estimates of the 
freauencv of amniocentesis are from preliminary tabulations of the 1987-1988 National Maternal ana infant Health 
Survev provided by Stella Yu. ScD of the National Center for Health Statistics. 

estimates of the costs of electronic fetal monitoring and amniocentesis are from A.F. Minor. Estimates of the costs of 
..trascuna are cased on aata reported in Hillman. B.J.. Joseph. C.A.. Mabry. M.R.. et al. Frequency and costs of 
^iagncsnc imaging in office practice: A comparison of self-referring and radiologist-referring physicians. New England 
.ou'rnai or Meaiane (Decemoer 1990) 323.23: 1604-1608. The cost per pregnancy reported in the table is the weighted 
overage ot charges per pregnancv for patients tested bv either self-referring obstetricians and family practitioners or 
•adtoicgists in 1986 to 1988 where the weights are the share of proceaures performed by each specialty. 



° Inciuaes 16.000 births where place of birth is unknown. National Center for Health Statistics, Advance Report of Final 
Natality Statistics (June 29. 1989) 38.3:24. 



c See Text and note 23 for discussion of procedures followed ana data used to estimate cost of miscarriages and 
stillbirths 



Sources: Minor. A.F. The cost of maternity care and childbirth in the United States, 1989. Health Insurance 
Association of America, research bulletin. HIAA, December 1989. except as noted. 



MPHCE for all children and for those 0 to in 1087. On a per capita tows, health care 

2 vears old (table 1). total MPHCE for expenditures on infants (less titan 1 vear 

children is increased to $52.0 billion and old) were greater than those ot anv other 

MPHCE lor those 0 to 2 vears old is in- age group except those bo vears of age and 



creased to S19.0 billion. Despite the fact older. 

Obstetrical Care 



that infants accounted for less than f> c v of 
the population of children, expenditures 

on health care for infants accounted for I'sing data from several sources (table 3). 

almost 25% ot aggregate health care ex- we estimate that total charges for obstetri- 

penditures on all children 0 to i 8 vears old cal care in 1987 wrre S15.2 billion or 
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S3.983 per live birth. Obstetrical cure in- 
cludes prenatal, delivery, and postnatal 
care for pregnant women including those 
whose pregnancies terminate spontane- 
ously in a miscarriage or stillbirth but not 
contraception, abortion, or infertility sen- 
ices. Hospital charges for deliver)' account 
for 54% of expenditures on obstetrical 
care; professional fees (including those of 
midwives), about 35% of costs, and the 
balance is largely expenditures for sepa- 
rately billed tests and diagnostic services. 

Almost 99% of births in 1987 occurred 
in hospitals with a small number occurring 
in free-standing birthing centers. Mean 
hospital charges were SI ,7(in for a normal 
delivery. Total charges including 
practitioners' fees at free-standing birth- 
ing centers for a normal delivery with a 
I -day stav were about 339r less than hospi- 
tal charges for the same service, but only 
19,047 births occurred in such centers in 
1987. Hospital charges averaged §3,4o() 
for a cesarean deliveiy. The number of 
cesarean deliveries has increased steadily 
in the* I'nited States since 1980, and they 
accounted for more than 25% of deliveries 
in 1987.-° A cesarean delivery adds about 
two thirds to the cost of obstetrical care 
because of longer hospital stays for both 
mother and baby, increased physicians' 
fees, and higher hospital charges for labor 
and delivery rooms, anesthesia, and vari- 
ous ancillary services, including laboratory 
and supplies. 1 -'* 

Both the hospital and the physician's 
charges used in the estimates are based on 
data collected by the HIAA 22 The mean 
charge for a complete package of obstet- 
rical care including prenatal v isits, the phy- 
sician's seniccs at a normal delivery, and 
one postpartum visit was SI, 313. A com- 
plete package of care from a midwife costs 
$874 on average for a normal delivery, and 
physicians' fees for complete care includ- 
ing a cesarean delivery are about one-third 
higher than the charge for complete care 
with a normal delivery. 

A variety of relatively new but nonethe- 
less frequently performed diagnostic pro- 
cedures add to the cost of pregnane). 
These tests include amniocentesis to de- 
tect chromosomal abnormalities, elec- 
tronic monitoring of the fetal heart rate 
during labor, ultrasound imaging to moni- 
tor the developing Ictus, and fetal oxytocin 
stress testing to evaluate fetal response to 
uterine contractions. As reported in table 
3, information on the costs and frequency 



of performance of a number of these ex- 
pensive diagnostic procedures is available 
from several sources. We have not, how- 
ever, been able to obtain an estimate of 
the frequency of performance of oxytocin 
stress tests which we estimate to have cost 
S71 each in 1987.-° Accordingly, we have 
not included the cost of that test in our 
estimates. 

Expenditures on Miscarriages and Stillbirths 

Data from the National Survey of Famih 
Growth ' ' indicate that approximately 
1 7.3 f .x of pregnancies terminate spontane- 
ously in stillbirths and miscarriages which 
can sometimes be as costly as live births. 
Applying this proportion to the 3.809,394 
live births for 1987 suggests that there were 
802, 000 miscarriages and stillbirths in that 
year. Following Fuchs and PerreaultJ 8 we 
assume that stillbirths occurring alter 28 
weeks of pregnancy are as costlv on aver- 
age as live births, that stillbirths occurring 
between 20 and 28 weeks cost 759c as 
much as live births, and that miscarriages 
prior to 20 weeks result in a physician 
charge equal to one-third the fee for a 
normal delivery. Our estimate of the rela- 
tive proportion of miscarriages and still- 
births which occurred at different stages of 
pregnancy are reflected in the av erage cost 
estimate reported in table l\. Accordingly, 
the total cost of spontaneous pregnancy 
termination in 1987 is estimated to have 
been $527 million.-^ 

Comparison with Previous Estimates 
of Expenditures on Obstetrical Care 

Our estimate of total obstetrical care ex- 
penditures — S 15.2 billion in 1987 — is ap- 
proximately 85% higher than the estimate 
of $8.2 billion reported by Fuchs and Per- 
reault for 1982. 1H ~ 4 The increase in the 
number of live births (128,000) can ac- 
count for onlv 49f of the increase in total 
costs over the 5-year period. In addition, 
the increase in the frequency of cesarean 
deliveries to 25% of live births in 1987 from 
almost 18% in 1982 appears to have in- 
creased total obstetrical costs bv more than 
one-half billion dollars or 3.4% in 1987. 

It appears, therefore, that the differ- 
ences in average cost figures we used for 
1987 as compared to the Fuc hs and Pcr- 
reaull estimates for 1982 ac count lor most 
of the difference in the estimates ol total 
obstetrical costs. One reason for a dilfei- 
ence in the average cost figures may be a 
change in the procedure the I lealth Insur- 
ance Assoc iation ol America (I1IAA) fol- 
lowed in estimating mean hospital costs 
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from response s to its survey of the cost of 
hospital care for maternity and new- 
horns.-" 1 We estimate, however, that this 
change in reporting only increased re- 
ported hospital costs by 2% for normal 
deliveries and 3<r for cesarean deliveries 
over what would have been reported un- 
der the previous methodology. 



Compared to other age groups, children's health 
care will in the aggregate be more affordable. 
Therefore, efforts to expand access to health care 
for children by expanding third-party financing 
zvill be less likely to overwhelm the system than 
will similar efforts targeted to other groups. 



Another reason for the substantial in- 
crease in the cost of obstetric services 
between 1982 and 1987 is the increase in 
physician fees. Phvsician fees in general 
increased rapidlv between 1982 and 
1987 — by over 4()'V as measured by the 
phvsician component of the Consumer 
Price Index.- 0 Increases in the cost of 
medical malpractice insurance appear to 
have been a factor in the general increase 
in physician fees between 1982 and 1987 
and an important factor in the escalation 
in obstetrical fees. In 1987, mean malprac- 
tice insurance premiums for obstetricians 
were over S37.()(M). an increase of 238% 
over tile 5-vear period.- 0 

"I'll e substantial increase in malpractice 
insurance costs does not appear, by itself , 
to account for the near doubling of physi- 
cian fees for obstetrical services. Even un- 
der the extreme assumptions that the 
premium cost inc rease was incurred by all 
practicing obstetrician-gynecologists and 
that these specialists accounted for all ol> 
stetrical care, the increased cost of mal- 
practice insurance of slightly under SI 70 
per pregnancv would account for less than 
a quarter ol the increase in physician fees 
over the f>-vear period.'-" 

Summary and 
Conclusions 

Our estimates show that expenditures on 
modified personal health care for chil- 
dien amounted to $49.8 billion in 1987, 
onlv 1^.7'r of expenditures on personal 
health (are for the entire noninstitution- 



ali/ed population in that year. Moreover, 
the data show that, although per capita 
expenditures on health care for children 
increased 20 < ,< more rapidly than per cap- 
ita expenditures for adults, the share of 
MPHCE that went to children declined bv 
almost one percentage point between 
1977 and 1987 because of a fairly substan- 
tial increase in the adult population and a 
slight decline in the number of children. 
The proportion of health care expendi- 
tures going to children's health care is 
likclv to continue to decline as the dynam- 
ics of demographic change cause chil- 
dren's share of total population to decline 
from 26% in 1989 to a projected 22' < in 
2010, while the share of the population 
accounted for bv those at least f>f> years old 
(the group with the highest per capita 
MPHCE) is projected to increase from 
12.:V? to 13.9% over the same period.-*' 1 
For those concerned about the problems 
of financing health care for children, the 
decline in the relative share of expendi- 
tures accounted for bv children n.-ans 
that, compared to other age groups, c\.. x 
drcn's health care will in the aggregate be 
more affordable. Therefore, efforts to ex- 
pand access to health care- for children by 
expanding third-party financing will be 
less likclv to overwhelm the svstem than 
will similar efforts targeted to other 
groups. 

Knowledge that expenditures on 
health care for children are relatively mod- 
est .>n average should not engender a false- 
sense of contplacencv regarding the finan- 
cial burden children's health care pre- 
sents for some families. The data indicate* 
that a small number of families face very 
high levels of expenditure for health c are 
f or their children each vear. It is likely, bui 
not documented in the data anah/cd 
here, that for many, high levels of expen- 
diture are the result of chronic conditions 
which may persist over manv years creating 
a severe financial burden on families. (See- 
the article by lYrrin. Cuver, and Lawrence 
in this journal issue.) 

The vcrv skewed nature of the distribu- 
tion of children's health care expendi- 
tures means that efforts »o expand health 
insurance coverage for children by offer- 
ing limited coverage for low intensity, am- 
bulatotv care for prevention and limited 
acute illness will, bv itself , leave most fami- 
lies exposed to the catastrophic costs of 
serious illness. Moreover, the high concen- 
tration of expenditures c reates incentives 
for traditional insurance companies and 
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employers who self-insure to identify chil- 
dren who are likely to be heavy users of 
care in order to invoke procedures which 
mav reduce the insurer's responsibility for 
their high health care expenditures. 
Although special government programs 
exist to underwrite the extraordinary 
medical care expenditures of some chil- 
dren with major illnesses, coverage is far 
from comprehensive and costs may mount 
rapidly for a family with a moderately ill 
child who is not enrolled in these special 
programs- - 8 Effective reform of health 
care financing will require that true health 
insurance benefits be available for chil- 
dren when needed to help underwrite the 
costs of infrequent but expensive illnesses. 

For those concerned with cost contain- 
ment, special attention needs to be paid 
to the costs of pregnancy and newborn 
care. In 1987. expenditures on infants 
(less than 1 year old) accounted for more 
than 247*. of children's MPHCE despite 
the fact that infants make up less than 6Vi 
of the population of children. Equally so- 
bering is our estimate that obstetrical care, 
a crucial factor in the health of infants and 
young children, cost an additional §15.2 
billion in 1987. Altogether, expenditures 
on pregnant women and infants con- 
sumed more than 40% of combined ex- 
penditures on obstetrical and child health 
care for the noninstitutionalized popula- 
tion in 1987. Moreover, expenditures in 
this area have grown extremely rapidly in 
recent years. 

A comparison of our 1987 estimates 
with estimates for 1982 suggests that the 
costs of obstetrical care increased by 889c 
and of infant care by 95% over the 5-year 
period as the result of a combination of 
factors including a very substantial in- 
crease in physician charges for obstetrical 
services and a substantial increase in the 
resource intensity of hospital care for new- 
borns with complications. 29 Additional re- 
search is needed to better understand the 
factors behind the dynamic increase in 



expenditures on both obstetric and infant 
care. Even before these inquiries are v~an- 
pleted, however, aggressive implementa- 
tion of known cost-effective strategies to 
deliver care to pregnant women and in- 
fants appears warranted. 

Because of its budgetary implications, 
any expansion of health insurance cover- 
age for children in the near term mav be 
incremental. Our analvsis suggests that ex- 
panded coverage for children 3 to 1 2 vears 
old, whose per capita MPHCE ($426) is 
the lowest among all population groups, 
would probably have the smallest budget- 
ary impact of any expansion in access to 
care. Even if a universal health insurance 
svstem had been made mandator)' in 1987, 
health care expenditures would have ex- 
panded only modestly for the 8 million 
children 3 to 12 years of age who were 
uninsured at some time during that year. 
We estimate that health care expenditures 
for this age group would have totaled onlv 
$16.4 billion, or $1.1 billion more than 
actual expenditures.^ 0 Consequently, ex- 
panded insurance coverage for this age 
group has the potential to improve their 
access to health care with minimal bud- 
getary* impact. At the same time, it would 
relieve the families of such children from 
the uncertain financial burden and stress 
associated with expenditures for chil- 
dren's health care. 
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Appendix Tables 



; Table A1. Modified Personal Health Care Expenditures for 0- to 1 6-year-oWs: Aggregate and Per Capita 
j Expenditures and Percent Distribution, by Type of Expenditure and Source of Funds for Calender Year 1967. 
! (Total population 67.7 mitton 0- to 16-year-olds.) 



Typ* of Expenditure 



Prtvote 



An Private 
Funds 



Out-of- 
Pocket 



Prtvote 
Insurance 



Other 



Government 



AH Public Medicaid 
Funds 



Other 



Total Exi 



Expenditure 
(S§on$) 



percent distribution 



Total 
I Hospital 

i Inpatient 

Ambulatory 
] Physicians 
I Inpatient 
j Ambulatory 
j Nonphysic;an Ambulatory 

Prescription Drugs 

Dental Services 

Other 



$49.8 
24.3 
18.4 
5.9 
11.0 
4.7 
6.2 
2.4 
2.1 
8.7 
1.3 



75.5 
66.7 
67.3 
64.8 
75.7 
62.6 
85.5 
74.7 
85.7 
95.4 
88.9 



26.9 
10.9 
9.5 
15.3 
32.3 
18.7 
42.7 
32.7 
57.5 
52.9 
45.3 



42.6 
47.7 
49.3 
43.0 
40.6 
40.5 
40.7 
37.5 
27.5 
36.5 
39.2 



5.9 
8.1 
8.5 
6.6 
2.7 
3.4 
2.1 
4.6 
0.7 
6.0 
4.4 



24.5 
33.3 
32.7 
36.2 
24.3 
37.4 
14.6 
25.3 
14.3 
4.6 
U.l 



12.3 
16.2 
16.1 
16.5 
10.2 

9.0 
U.l 
15.7 
11.3 

3.5 
10.1 



•12.2 
17.1 
16.6 
18.7 
14.1 
28.4 
3.3 
9.5 
3.0 
1.1 
1.0 



Total Per Capita 
Expenditures 



per capita expenditures (19S7 $) 



Total 
Hospital 

Inpatient 

Ambulatory 
Physicians 

Inpatient 

Ambulatory 
Nonphysicion Ambulatory 
Prescription Drugs 
Dental Services 
Other 



S737 
359 
272 
87 
163 
70 
92 
36 
32 
129 
19 



S557 
240 
133 
56 
123 
44 
79 
27 
27 
123 
17 



S199 
39 
26 
13 
53 
13 
39 
12 
18 
68 
9 



S314 
171 
134 
37 
66 
28 
38 
13 
9 
47 
8 



$44 
29 
23 
6 
4 
2 
2 
2 
0 
8 
1 



$181 
120 
89 
31 
40 
26 
13 
9 
5 
6 
2 



$90 
58 
44 
14 
17 
6 
10 
6 
4 
4 
2 



$90 
61 
45 
16 
23 
20 
3 
3 
1 
1 

0 



Note: Items In tables may not sum to totals because of rounding. 



Source: Agency for Health Care Policy and Research, 1987 National Medical Expenditure Survey - Household Survey. 



! Table A2, Modified Personal Health Care Expenditures for 0- to 2-year-olds: Aggregate and Per Capita 
j Expenditures and Percent Distribution, by Type of Expenditure and Source of Funds for Calender Year 1987. 
! (Total population 1 1.0 million 0- to 2-year-olds.) 



Source of Funds 



Private 


Government 


All Private Out-of- Private Other 
Funds Pocket Insurance 


AH Public Medicaid Other 
Funds 



Type of Expenditure 



Total 
Hospital 

Inpatient 

Ambulatory 
Physicians 

inpatient 

Ambulatory 
Nonphysicion Ambulatory 
Prescription Drugs 
Dental Services 
Other 



Total Expenditures 



percent distribution 



Total 
Hospital 

Inpatient 

Ambulatory 
Physicians 

inpatient 

Ambulatory 
Nonphysicion Ambulatory 
Prescription Drugs 
Dental Services 
Other 



$16.8 


58.4 


16.8 


36.5 


5.1 


41.6 


13.7 


27.9 


11.4 


56.3 


10.1 


39.5 


6.8 


43.7 


15.3 


28.4 


10.0 


57.4 


9.4 


41.2 


6.8 


42.6 


148 


27.8 


1.4 


48.6 


14.7 


27.1 


6.8 


51.4 


19.1 


32.3 


45 


61.7 


30.3 


30.0 


1.4 


38.3 


9.3 


29.1 


2.9 


49.6 


23.1 


25.1 


1.4 


50.4 


79 


42.5 


1.7 


82.3 


42.5 


38.2 


1.5 


17 7 


11.5 


6.2 


0.3 


535 


20.3 


29.1 


4.1 


46.5 


16.8 


29.7 


03 


80.8 


54.9 


25.6 


0.3 


19.2 


13.7 


5.5 


00 


80.7 


36 0 


33.5 


11.2 


19.3 


68 


12.6 


02 


73.2 


25.7 


44.6 


2.9 


26.8 


23.7 


3.1 



Trial Per Capta 
expenditures 



per capita expenditures (1**7 $) 



$1,521 


$888 


$255 


$555 


$78 


$632 


$209 


$424 


1.037 


584 


105 


409 


70 


453 


159 


294 


910 


522 


86 


375 


61 


387 


13d 


253 


127 


62 


19 


34 


9 


65 


2^ 


41 


411 


253 


124 


123 


6 


158 


38 


120 


259 


129 


60 


65 


4 


131 


21 


110 


152 


125 


64 


58 


2 


27 


17 


9 


26 


14 


5 


8 


1 


12 


4 


8 


30 


24 


17 


8 


0 


6 


4 


2 


2 


2 


1 


1 


0 


0 


0 


0 


15 


11 


4 


7 


0 


4 


3 


0 



Note: Items in faDies may not sum to totals because of rounding. 



Source. Agency for Health Care Policy ana Research. 1987 National Medical expenditure Survey - Household Survey. 
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I Tabi* A3. Modified Personal Health Care Expenditures for 3- to 12-year-olds: Aggregate and Per Capita 

Expenditures and Percent Distribution, by Type of Expenditure and Source of Funds for Calender Year 1967. 
I (Total population 35.0 million 3* to 12-year-olds.) 





source oi runes 


Private 


Government 


AH Private 
Funds 


Out-of- 
Pocket 


Private 
Insurance 


Other 


AllPuWIc 
Funds 


Medicaid 


Other 


Type of Expenditure 


Total Expenditures 
(SJWon $) 






percent distribution 








Total 


$14.8 


79 4 


29 7 


43.3 


6.4 




20.6 


15.1 


5.5 


HospHat 


5.8 


70.9 


i n ft 


50.3 


9.7 




29.1 


20 3 


8.6 


Inpatient 


3.1 


76. 1 


7.7 


56.1 


12.2 




23.9 


21 .6 


2.4 


Ambulatory 


2.7 


64.9 


14.4 


43.6 


6.9 




35.1 


18.9 


16.2 


Physicians 


3.2 


82.4 


35.9 


43.1 


3.4 




17.6 


14.0 


3.6 ; 


Inpatient 


0.6 


73.6 


11.1 


49.1 


13.4 




26.4 


196 


6.8 j 


Ambulatory 


2.6 


84.3 


41.1 


41.9 


1.3 




15.7 


12.8 


2.9 ! 


Noophystatan Ambulatory 


I.I 


67.2 


30.9 


31.7 


4.5 




32.8 


24.0 


8.8 


Prescription Drugs 


1.0 


84.9 


55.8 


28.8 


0.3 




15.1 


12.5 


2.7 


Dental Services 


3.2 


92.7 


47.9 


38.9 


5.9 




7.3 


5.1 


2.2 


Other 


0.6 


88.6 


37 5 


45.6 


5.5 




11.4 


10.5 


0.9 


1 


Total Per Capita 






percopHa 


expenditures (1967 $> 






i 


Expenditures 


















i Total 


S424 


S337 


S126 


5184 


S27 




$87 


$64 


S23 


Hospital 


165 


117 


18 


83 


16 




48 


34 


14 


' inpatient 


89 


67 


7 


50 


n 




21 


19 


2 


Ambulatory 


76 


49 


11 


33 


5 




27 


15 


12 


; Physicians 


91 


75 


33 


39 


3 




16 


13 


3 


! inpatient 


16 


12 


2 


8 


2 




4 


3 


1 


' Ambulatory 


75 


63 


31 


31 


1 




12 


10 


2 


Nonphysiclan Ambulatory 


32 


22 


10 


10 


1 




11 


8 


3 


Prescription Drugs 


28 


24 


16 


8 


0 




4 


4 


1 


Dental Services 


92 


85 


44 


36 


5 




7 


5 


2 


Other 


17 


15 


6 


8 


1 




2 


2 


0 



Note: Items in tables may not sum to totals because of rounding. 



Source; Agency for Health Care Policy and Research. 1987 National Medical Expenditure Survey - Household Survey. 



Table A4. Modified Personal Health Care Expenditures for 13- to 18-year-old$: Aggregate and Per Capita 
Expenditures and Percent Distribution, by Type of Expenditure and Source of Funds for Calender Year 1987. 
(Total population 21.6 millon 13- to 18-year-olds.) 



Source of Funds 



Private Government 







i 

: Alt Private 
Funds 


Out-of- 
Pocket 


Private 
Insurance 


Other 


; All PUDliC 

Funds 


Medicaid 


Other 


j Typ# of Expenditure 

i 








percent distribution 




i 


'. Total 


S18.2 


88 0 


340 


47.7 


6.3 


12.0 


8.6 


3.4 


] Hospital 


7.1 


80.1 


12.3 


59.0 


8.8 


19 9 


14.3 


5.7 ; 


I Inpatient 


5.3 


81 0 


10.7 


60.6 


9 7 


19.0 


15.4 


3.6 ■ 


! Ambulatory 


18 


77 3 


16 9 


54.3 


6.1 


22 7 


10.9 


11.8 


Phytic Ions 


3.3 


88.4 


31.8 


53.0 


3 7 


11.6 


7.9 


3.7 ! 


Inpatient 


1 3 


86.2 


12.3 


70.2 


37 


13.8 


6.8 


7.0 i 


Ambulatory 


2.0 


900 


45.0 


41.3 


3 7 


10.0 


8.6 


14 ! 


: Noophysic ton Ambulatory 


1.0 


89.4 


38.3 


46.4 


47 


10.6 


6.1 


4.5 i 


Prescription Drugs 


0.8 


88.7 


60.6 


26.8 


1.3 


11.3 


8.9 


2.4 


i Dental Services 


5.5 


97 1 


55.9 


35.1 


6.1 


2.9 


2.5 


0.4 


: Other 


0.6 


93.9 


59.5 


30.8 


3.6 


6.1 


56 


05 i 




Total Per Capita 






per capita 


expenditures (1967 $> 








Expenditures 
















i 

Total 


$844 


S743 


S287 


$403 


S54 


S10I 


S73 


$28 


Hospital 


328 


263 


40 


193 


29 


65 


47 


19 t 


inpatient 


244 


197 


26 


148 


24 


46 


38 


9 i 


Ambulatory 


84 


65 


14 


46 


5 


'9 


9 


10 


' Physicians 


152 


134 


48 


81 


6 


18 


12 


6 


Inpatient 


61 


53 


8 


43 


2 


9 


4 


4 


j Ambulatory 


9 1 


81 


41 


37 


3 


9 


8 


1 


: Nonphysiclan Ambulatory 


46 


41 


18 


21 


2 


5 


3 


2 


! Prescription Druot 


37 


33 


23 


10 


0 


4 


3 


1 


1 Dental Services 


255 


248 


143 


89 


16 


7 


6 


1 


i Other 


26 


24 


15 


8 


1 


2 


1 


0 



Note: items in tables may not sum to totals because of rounding. 



Source; Agency for Health Care Policy and Research. 1987 National Medical Expenditure Survey - Household Survey. 
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2. Waldo, D.R.. Sonnefeld. ST.. McKusick. D.R.. and Arnett III, R.A. Health expenditures by 
a g C group, 1977 and 1987. Health Care Financing Review (Summer 1989) 10.4:1 1 1-20; also, 
Fisher, C.R. Differences by age group in health care spending. Health Care Financing Re- 
urm* (Spring 1980) 1.4:65-90. 

3. The usual source of data for the published annual estimates of the cost of health care in 
the United States is the National Health Accounts (NHA). Maintained by the Office of 
the Actuary of the Health Care Financing Administration, the NHA constitutes a frame- 
work in which data from a number of different sources arc combined to construct esti- 
mates of aggregate U.S. health care spending. Because NHA data are based largely on 
provider reports of total revenue, the NHA is not ordinarily used to make estimates of 
health care expenditures for children or other demographic subgroups of the popula- 
tion. The NHA has been used however to analyze expenditure levels and trends for the 65- 
vcars-and-oldcr population and by Waldo and others (see note no. 2, above) for crude 
estimates of expenditures for three age groups. Office of National Cost Estimates. Na- 
tional health expenditures. 1988. Health Care Financing Review (Summer 1990):1-41; Of- 
fice of National Cost Estimates. Revisions to the National Health Accounts and 
methodology. Health Care Financing Review (Summer 1990) 7,4:42-54. 

4. A detailed description of the NMES Household Survey is contained in Edwards, W,, and 
Berlin. M. Questionnaires and data collection methods for the Household Survey and the Survey of 
American Indians and AUiska Natives (DHHS Publication No. PHS-89-3450). National Medi- 
cal Expenditure Survev Methods 2, National Center for Health Services Research and 
Health Care Technology Assessment. Rockville, MD: Public Health Service. September 
1989. 

5. National health care expenditures were estimated to total $492.5 billion in 1987, This total 
includes cost items not measured in the NMES. such as research and construction, gov- 
ern mem public health activities and private administrative expenses, nursing home care, 
and nonprescription drugs. Expenditures on these items exceeded Si 15 billion in 1987. 
l^zenby. H.C., and Letsch. S.W. National Health Expenditures, 1989. Health CareFinanc- 
ing Rntcic (Winter 1990) 12.2:1-26. 

6. Detailed information on the design and data collection instruments of the 1977 National 
Medical Care Expenditure Survey is contained in Bonham, G.S. and Corder, L.S. NMCES 
household interview instruments: Instruments and procedures 1 (DHHS Publication No. PHS-81- 
3280), National Health Care Expenditure Study, National Center for Health Services Re- 
search and Health Care Technology Assessment. Rockville. MD: Public Health Service, 
April 1981. 

7. At the time of this analvsis. NMES data files, which reported on the hospital costs of new- 
borns who were discharged with their mothers, were not available to us. In addition, fol- 
lowing the NMCES coding procedures in tht NMES facilitated the analysis of the growth 
in expenditures between 1977 and 1987. 

8. Because the NMCES and NMES Household Surveys do not include nursing home and 
other institutionalized populations, they provide representative estimates of aggregate per- 
sonal health care expenditures for the civilian, noninstitutionalized population. This is 
not a significant problem for estimates developed for children as expenditures for nurs- 
ing home care are less than 2% of total expenditures for those under 19 years of age. In 
contrast, nursing home care accounted for more than 20% of personal health care expen- 
ditures among those over 65 years of age. (Sec Waldo and others in note no. 2, above,) 

9. The NMES is designed to measure both service utilization and expenditures. Hence, services 
provided through many special programs such as maternal and child health and crippled 
children's programs are included. W1C and other programs which provide services not tra- 
ditionally defined as health care arc not included. Also, because information about utiliza- 
tion is obtained from parents, services such as routine screenings in schools, which parents 
mav not be aware of. are probablv undcrrcportcd. Also excluded are nursing home care, 
nonprescription drugs, and expenditures on newborn care when the specific costs of the 
care of the infant could not be disaggregated from the total cost of the delivery. 

10. The elderlv are the primarv users of nursing home care, the largest category of health care 
expenditures not included in MPHCE. Accordingly, the share of personal health care ex- 
penditures, including nursing home care, attributable to the elderly probahly exceeds 
40% of all personal health care expenditures in the United States. See references in note 
no. 3, above. 



U.S. Health Care for Children 



113 



I I. National Ccntet for Health Statistics. Adz 'finer Report of hiual Xtitality Statistics. l ( JS7. Monthlv 
vital statistics report. Washington, IX."; L".S. Government Printing Office, supplement 
(June 29. \\)H9) 38.3:1-47. 

12. In the XMK.S data used in the analysis, expenditures on hospital care for "heahhC now- 
horns discharged with their mothers are attributed to health care expenditures for the 
mother. Calculations based on our estimates of the cost of care for normal newborns (ta- 
ble 2) suggest that this increased estimates of expenditures in the 13- to 18-year-old group 
bv at most SI 90 million or l r v . 

IS. The Medicare program was the most significant factor in differentiating the distribution of 
sources of payment lor adult health services f rom the distribution lor children. An entitle- 
ment enjoved by most of the population (*>:"> wars of age and older. Medicare accounted 
for more than 48' r nf M PI KIM for this age group. Kven for those 19 to (VI years of age". 
Medicare accounted for t*? of expenditures, principally through special Medic are pro- 
grams directed toward the permanently disabled and those with end stage renal disease. 

II. Berk. M.I... Monhcit. A.C.. and I lagan, MAI. How the l.S. spent its health eurodollar: 
1929-1980. Health A/Jam l98K):47-oO. 

lf>. Information on expenditures for spec ilk health care services by children who used those 
semevs is available from the authors. 

Ib. The following procedures are used to identih various components of the growth in per c ap- 
ita MPIICK forehildren over the 1977— K)H7 period: (I ) the medical care price inflation 
component of growth is measured by a fixed-weight price index where the weights are the 
relative proportions of 1977 children's MPHCK expenditures attributable to hospital 
care, plnsic ian caic. dental c are, nonplnsician ainbulatoty care, prescription drugs, and 
other personal health c are services. Price changes for each service c ategory are measured 
b\ service-specific components of the Consumer Price Index for all services exc ept hospi- 
tal care and by the HCKA hospital input price index for hospital care (see Office of Na- 
tional Cost Intimates. Summer 1990. in note no. 3. above); (2) general price inflation is 
measured by the GNP fixed-weight price index. I 'sing this GNP deflator, it is possible to 
remove the effects of general inflation from the MPIICK price index, leaving a measure 
of "excess** medic al care price* inflation; (3) information from the 1977 N NICKS on age- 
groujvspec iflc expenditures per capita and population si/e are used to measure the in- 
c rease in expenditures that may haw resulted from a change in the age disti ibution will in 
the child population. 

1 7. Public I lealtli Service. Centers for Disease Council. National Cente r for I lealth Statistic s. 
Vital ( Did health statist its; Health aspects of pregnancy and childhirth. C.S.. l%*2. Data f rom the 
National Surwv of Family Growth. Series 23. No. !(>. Ilyatlsville. Ml): CS. Department of 
Health and Human Services (DHIIS PHS-89). 1989. Keppel, K.C.. Heuscr. R.I... Placek. 
P.G., et al. National Center for I lealth Statistics. Methods and Response ( .haracteristics. IVSl) \a- 
titmal Xatality and fetal Mortality Survey. Vital and Health Statistics. Series 2. No. 100. Wash- 
ington, DC; t '.S. Government Print iiig Office (DMHS/TI IS-Kbl 374). September 1980. 
Placek. P.G. 1980 National Natality and Fetal Mortality Survov: Survev Methods I "sod and 
Public Health Service Agency Participation. f y uh/i( Health Reports (1981) 99:1 1 I-Ifi. 

18. Kite lis. V.R.. and Pen caul t, K. Kxpenditures for reproduction-related health care, journal of 
(he American Medical Assaciatmn (1980) 2f>f>.l :7<>-SI ; also. Alan Guttmarhcr Institute. The 
h'nwming of Maternity (la re in the I'.S. New Nbrk. 1989. 

19. We assume in our analvsis that S0 ( r of inf.ints are disc harged with their mothers based on 
the data from seveial tnajoi national survevs reported in Gold. R.H.. Kennev. A.M.. and 
Singh. S. hi nnn nag maternity ttne in the i \S. New York: Alan Gut (mar her Institute, 1 987. In- 
formation on the ptecise number of infants discharged with their mothers is not readily 
available because separate billing records arc 4 not typicallv maintained for infants. More- 
over, even the condition of an infant at birth mav not he a totallv reliable indicator of its 
status as maternal hospital stays mav in practice be lengthened to correspond hettei to 
the stav of a sic ker infant, and healthv infants delivered bv cesarean section mav have 
longer than average hospital stavs while wailing (or their mothers to be disc barged. 

20. Minor. A.K The ntst of Maternity caw and (hifdhitth in the I ! ..S'., /'AS' 0 . | lealth Insurance Associa- 
tion of Aineiica, reseat ( h bulletin. Washington, DC: IIIAA. DercnuVr 1989. 

21. Previous estimates of die cost of obstetrical care l>\ Puchsand Perreaull (see note no. 18. 
above) and bv the Alan < iuttmac "her Institute ( Blessed tvetits and the hot torn I I) naming 
maternity uiwin the I \S. New Yotk: Alan Guttnuu her Institute. 1987) inc lude a separate 
line item in their estimates In rellec I c haiges loi anesthesia. These < barges are now hi- 

c hided in the hospital c barges repot led h\ I HAA (petsonal coi respondenc e with A.K. 
Minor). 
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2. The HIAA estimated costs for 1989. To obtain estimates for 1987 we have deflated these 
1989 estimates bv appropriate components of the Medical Care Price Index from Health 
Care Financing Review (Winter 1990) 12,2:157. 

3. Because most states do not require the reporting of miscarriages which occur prior to 20 
weeks gestation, miscarriages are substantially underreported. To obtain the average cost 
of a miscarriage/stillbirth, we use information on the number of spontaneous pregnancv 
terminations between 20 and 28 weeks, and after 28 weeks gestation as repot ted in Public 
Health Service, (.enters for Disease Control. National Center for Health Statistics. Vital 
Statistic* af the L'.S., 1 9$ 7: Volume II — Morality, Part A % Hyattsville. MD: U.S. Department of 
Health and Human Services, 1990. We assume that miscarriages not accounted for in the 
Vital Statistics occurred prior to 20 weeks gestation. We do not count, howeur. miscar- 
riages which occur very soon after conception. They are not likely to be recognized and 
therefore require no treatment. Wilcox. A.J., Weinberg. C.R.. O'Connor. J. K. et al. Inci- 
dence of early loss of pregnancv. .\Vm> England Journal of Medicine (1988) 319:189-94, 

4. Researchers at the Alan Guttmacher Institute (see note no. 22, above) estimated that tl- 
most SI( : billion was spent for maternity care of mothers and newborns in 1985. This in- 
cluded S 1.7 billion on physician care and laboratory procedures for both mothers and 
infants. $6.3 billion on hospital care for mothers, and S3 billion on hospital care for new- 
borns. These estimates are appropriately mid-range between those of Fuchs and Perveault 
and those presented in the text. Comparing the estimates for 1982 and 1983 with each 
other and with those for 1989 does suggest an acceleration in the rate of increase in costs 
between 1985 and 1987. 

JS. In reporting estimates of mean hospital costs, data from hospitals in the 1989 HIAA survey 
were weighted bv the number of births in each hospital. Thus in determining average 
costs each birth counts equally, but charges reported by large institutions carry more 
weight than those reported bv small institutions. In calculating mean costs from previous 
surveys, each hospital's c harges received the same weight regardless of the number of 
bit lbs. Because births in larger hospitals tend to be more expensive than births in smaller 
hospitals, this change in the method ot calculating average costs will increase reported 
1989 costs as compared with reported costs in 1982 and 1985. This methodologic change 
should, however, have little impact on reported physician fees, which are obtained from a 
different data base. 

X\, I'.S. Bureau of the Census. Statistical Abstract of the I .S.: ! 99!. Washington. DC: l.S. Co\ern- 
ment Printing Office. 1991. 

27. It is likely. howc\er. thai concern for malpractice litigation has increased the costs of inater- 
nitv care indirectly bv encouraging the practice of "defensive" medicine resulting in an in- 
crease in i he frequency of prenatal testing and imaging procedures and cesarean 

del i\ cries. There is also evidence to suggest that concerns regarding malpractice litigation 
and increases in the cost of malpi actice insurance led to a reduction in the number of 
ph\sicians delivering obstetrical scr\iccs. This reduction in the supply of physicians could 
have led to an increase in fees for maternity services, 

28. Kolata, S. New insurance practice: Dividing sick from well. Xeio Voiit Times, March 4. 1992. 
aiAI. 

29. Of course, the primary reason expenditures on obstetrical care, childbirth, and infancy are 
so high is because infants, on average, are more vulnerable (less health)) than older chil- 
dren and adolescents. Therefore, one would expect that per capita health care expendi- 
tures on infants would exceed expenditures on older children, Net it appears that in 

ret cut years growth in expenditures on health care for infants and pregnant women has 
far outstripped improvements in their health status (see the article by Racine. Jovce. and 
(■rossman in this journal issue). 

3(1. We assume that expenditures on health care will increase by about 67*7 for those unin- 
sured all vear and bv 33'"i lor those insured for part of the \ear. These estimates are based 
on data presented b\ Monhcit and Cunningham in this journal issue which suggest that, 
compared with children insured all year, those insured part of the year have 2b c "c fewer 
ambiilaloi \ health care contacts per vear and those uninsured all year have \0 c l fewer 
contacts. Thcv are also consistent with the observation that on average the uninsured con- 
sume about fiO'r as much medical care as the insured. Patilv. MA",. Dan/on. P.. Feldstein. 
P.. and HoH. J. A plan for Responsible national health insurance." Health Affairs (Spring 
l991):5-25. * 
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Abstract 

Private health insurance is the priman* means of financing health care for America s 
children and pregnant women. Most coverage is provided under employer plans. 
Access to private health care coverage, however, is threatened by the increasing cost 
of health care, cost shifting hv providers, and insurance marketing pi act ices that tend 
to deny coverage to high-risk individuals. These pressures have already led to an 
increase in the number of uninsured children and pregnant women. 

This paper provides an overview of the private health insurance market with a focus 
on recent trends. The effects of self-funding arrangements bv cmplovcrs and of 
various cost-control arrangements — including managed care plans, patient cost-shar- 
ing provisions, and employee premium contributions — are examined tor their 
potential impact on children and pregnant women. Policies that might expand 
health insurance coverage for children, including a universal health insurance plan, 
and health insurance market reforms, are explored. Alternative strategies for en- 
hancing universal health insurance coverage for children include mandatory 
em plover-based insurance programs, a program of tax credits to underwrite individ- 
ual insurance plans, and a single-paver government program financed through the 
tax svstem. The authors conclude that efforts should be made to preserve the current 
private health insurance system bv reducing cost shifting from public programs, 
guaranteeing the availability of coverage to all groups, and controlling costs by means 
of competition, managed care, and perhaps global spending limits. Such compre- 
hensive reforms might be necessary merely to preserve private insurance coverage 
for a majoritv of America's children and pregnant women. 



Private insurance is the primary source of funding for health care 
for children and pregnant women in the United States, The 
March 1990 Curriiil Population Survey (CPS) reports that about 
63% of all children are covered as dependents under employer health 
insurance plans and another 10% are covered under individually pur- 
chased non-group insurance. About 60% of pregnant women are covered 
under employer plans, either as employees or as dependent spouses, and 
about 6% have non-group coverage, 1 

The extent of private insurance coverage for children declined 
during the 1980s largely because of an increase in health care costs, a 
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dec line in employment assoc iated with the 1982 recession, and a shift in 
employment to the services sector where health coverage is less extensive 
than in most other industries.- The percent of children with employer- 
based insurance declined from (><>% in 1980 to 63% in 1990. Moreover, 
cost sharing for dependent cove rage — in the form of deductibles, pre- 
mium contributions, and the like — has increased. There has also been a 
trend toward reduced coverage for benefits of particular importance U> 
children such as dental care and treatment for mental health and 
substance abuse problems. Although many employers have expanded 
c cnerage lor certain cost-effective services such as prenatal care and have 
introduced case* management programs for chronically ill children, the 
general trend has been in the direction of" reduced coverage for children. 
Moreover, manv families with chronicallv ill children are finding it 
increasingly difficult to obtain private health insurance because of in- 
surer enrollment practices intended to reduce the insurer's exposure to 
payments for high-cost illnesses. 

Despite these disturbing t lends, there are manv opportunities for 
expanding coverage for children through private insurance. About 80% 
of the 8.f> million children without health insuranc e are dependents of 
employed persons. This statistic suggests that expansion of employer- 
based coverage could greatly reduce the number of uninsured children, 
in fact, the American Academy of Pediatrics (AAP) has proposed requir- 
ing all employers to cover dependent children of employees even if they 
do not now provide health insuranc e for employees.** 

In this paper we review' the principles of private health insurance. We 
examine evidence of trends in private health insurance coverage for 
c hildren including the number of children with coverage, types of 
benefits provided, and cost-sharing requirements. We discuss subtle 
features of the market for private insurance that luive restricted the 
availability of coverage f or some chronically ill children. We also discuss 
initiatives that would expand health insurance coverage for children and 
establish a minimum standard of coverage for all children. 



An Overview of Private 
Health Insurance 

The \;nirt\ of prnatc health iusurnnc <• 
piociurts available :oda\ is oxcrwhehn- 
iuj». "flic notions un^c from naditional 
ii tclcMim it\ plans iliat provide nnlv cash 
pawnenl for a limited menu of medical 
services to medical care service plans 
that oflci a wide langc of seuices lor 
en t ol lees. In this en \ ii on men! , the 
majoi < halleni;e is to determine which 
piodiut best acMiesses both the pui- 
< Inset's financial constraints a. id the 
consumer's health care needs. The 
c lie lie c is I m thei ((implicated In the hut 



that the purchasers (t\picallv hiijjc ein- 
plo\crs) and the consumers (tvpicalh 
cmplcnccs and their dependents) mav 
have different criteria for judging the 
adequacy of an insurance plan. 

This section presents and defines some 
of the fundamental concepts of health in- 
surance that affect an employer's or indi- 
vidual's c hoice of health benefits plan. It 
also pro ■ ides an overview of the types ol 
private insurance produc ts available to 
pregnant women and children. We focus 
on m oup i at her than individual instuam c 
products. 1 he indi\idu;il insurance mar 
ket accounts for appio\imatcf\ I0 r ? <>t 
total premiums sold in the I 'nited Slates. * 
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The purpose of health insuranc e is to 
minimize the risk of financial catastrophe 
that often results f rom unexpectedly large 
losses or expenditures by pooling the 
experiences of a large number of people. 
In general, large employer groups can 
predict with reasonable accuracy what 
their health care expenses will he during 
a particular \ car. Although it ma\ he diffi- 
cult to predict precisely how mam- people 
will incur large expenses and how much 
each person's illness will cost, a group can 
spread the resulting expenses among a 
large number of people, thereby c reating 
an average expense that varies far less than 
an individual's expense. This concept, 
known as risk pooling, allows a large 
employer to estimate fairly accurately the 
cost of offering health care insurance to 
its employees, r> Similarly, insurance com- 
panies pool the risk of numerous small 
groups and individuals to predict their 
o\erall expenses. 

Fully Insured Arrangements 

Traditional private health insurance* is 
based on a contractual arrangement 
between a purchaser (either an employer 
or an in liviclual) and an insurer where the 
purchaser agrees to pay the insurer a pre- 
determined amount (the premium) per 
covered member per lime period (typi- 
cally a mouth) in return for full assurance 
that all approved expenditures will he paid 
!>\ the insurer. 1 * In other words, the pur- 
chaser is not at risk if expenses exceed the 
total premium amount. In 1989. American 
employers and employees spent S'W.9 bil- 
lion on fullv insured group health insur- 
ance premiums." 

I'nder plans of this tvpe. the insurer is 
ful!\ responsible for all covered health 
c are* expenditures. The insurer's goal, 
therefore, is to set premiums so that the\ 
i over the expec ted claims pav out for the 
covered population plus a margin for 
profit, overhead expenses, and reseivcs to 
cover unexpectedly large c laims. 

Self-funding Arrangements 

Although insurance companies tradition- 
aih performed the risk pooling function 
for employers and individuals, employers 
have in recent vears inrreasingh pursued 
self-funding as an alternative method for 
financing their health care plans. The per- 
cent of medium and large cmplovcrs who 
self-funded grew from 19*7 in l979to()f/r 
in 19NN.* In self-funded plans, the cm- 
plover assumes all risk for health expendi- 
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ti ires and contrac ts with a timd-parh ad- 
ministrator or insurer to handle claims 
processing and other administrative func- 
tions related to the- plan. 

Self-funding has main advantages for 
the employer. First, the Kniplovcc Retire- 
ment Income Sccuritv Act (I'.RISA) of 
197 \ preempts stales f rom regulating sell- 
insured plans. Thus, employers who opi 
for scll-fmul' d plans t an avoid paving for 
those state mandated henefits that the\ 
do no: want to cover. Second, employers 
c an avoid insurance premium taxes. 
Third, for an emplovcr that perceives iis 
employes to he healthier, on average, 
than other comparable employers, self- 
funding provides the oppornmiiv to pav 
for health care based on the group's own 
experience, rather than paving an insur- 
ance ptemiuni that reflects the experi- 
ence of a larger and sic kci emplovei 
conununilv. The priman drawback to 
self-funding is the increased risk of large 
losses as a result of unexpectedly high 
medical claims. 

Km plovers can reduce their exposuie 
to this ha/ard 1>\ purchasing insurance 
specifically to cover cxttaordinai ilv huge 
expenditures. For example, in a mini- 
mum premium plan, the- puichasei as- 
sumes full responsibilitv for health care 
expenditures up to a ccilain threshold. 
Bevond that threshold. an insurant e com- 
pany takes over ot shaies in the pav nienl 
of all additional claims. Minimum pie- 
mium plans are often good options foi 
cmplovcrs that find it e< onomtc al to self- 
fund but do not have the financial te 
sources to pav lor uncxpet ted high-dollai 
c ases such as low bti ih weight infants with 
multiple complic ations. 

IZ1 



THE FUTURE OF CHILDREN - WINTER 1992 



Managed Care Arrangements 

Although the* primary purpose of health 
insurance is to minimize the individual 
risk of financial catastrophe as a result of 
unexpected large expenditures for health 
care, increased attention is being focused 
on using health care financing systems to 
control costs and to improve the quality of 
care. This approach has led lo the devel- 
opment of a varietv of managed care 
organizations which combine features of 
health insurance with a variety of incentive 
and rcgulatorv devices in an attempt to 
maximize the value of health benefits for 
a limited expenditure. 

1 leal th maintenance organizations 
(HMOs) arc a form of managed care or- 
ganization which uses financ ial incentives 
to limit excessive or inappropriate utiliza- 
tion of health care services. HMOs are 
reimbursed on a capitated basis: they re- 
ceive a set pavmcnt amount per enrolled 
member per month, vcy irdless of the 



Increased attention is being focused on 
using health care financing systems to 
control costs and to improve the quality 
of care. 



member's level of sen ice utilization. As a 
result, an I INK) (or in ce rtain mode ls, the 
HMO member plnsician) is at risk for 
health care expenditures above a specific 
threshold. This transfer of a portion of the 
financial risk from the insurer to the 
provider of health care services is known 
as risk sharing and creates incentives for 
HMO physicians to limit utilization of ex- 
pensive health care services. Today, there 
are a number of alternative HMO organ- 
izational structures. The prototype HMO 
is the closed-panel prepaid group practice 
plan (or stall model) in which a large 
multispeciattv group practice contracts to 
pro\ide all of the c are for HMO-enrolled 
patients using die HMO's hospital exc lu- 
si\el\ . The plnsic ians are tvpicalh salaried 
but sluue in the profit of the plan at the 
end of the \eat . Km ollces are entitled onh 
to services of plan ph\ sic ians and plan 
hospitals. 

Another form of I1MO, the Inde- 
pendent h act ice Association (IRA), rep- 
lesents a melding of I INK) Icatuics with 
tiadilion.il fee for seme c. lvpicalh. II W 
plnsic ians ate not all pari of the same 



group, and I PA physic ians may serve non- 
HMO patients or patients enrolled in a 
variety of different HMOs and other 
health plans. I PA physicians and I PA hos- 
pitals are commonly paid on a fee-foi -sen- 
ice basis with part of the physic ians' fees 
held back as a reserve against high costs. 
Because* the 1PA is a collection of inde- 
pendent practitioners rather than a cen- 
tralized group, control over physician 
behaviors is weaker in an 1PA than in a 
staff model HMO, 

Although HMOs have traditionally 
limited enrollccs to the scmccs of plan 
providers, several phi'is have recently 
added point-of-semcc options to their ba- 
sic package, ruder a point-of -service plan, 
enrollccs may choose to obtain indemnity 
reimbursement for out-of-plan medical 
care; however, such out-of-plan care is sul> 
jed to cost sharing which results in its 
being more expensive than care from plan 
providers. 

In another type of managed care ar- 
rangement, the preferred provider organi- 
zation (PPO), or its more restrictive 
counterpart, the exclusive provider 
organization (EPO) , utilization review 
controls are used to manage costs. In ad- 
dition, PPOs and KPOs use their group 
buying power to negotiate fee discounts 
from partic ipating physicians and hospi- 
tals, and then pass these discounts on to 
their enrollccs in the form of reduced 
premiums or reduced cost sharing. In a 
PPO. enrollccs mav be charged a penalty 
for using nonparticipating providers. In 
an F.PO, enrollccs have no coverage at all 
for scmccs provided by a nonparticipating 
provider. In HMOs, benefits arc also 
restricted to services obtained from par- 
ticipating providers except in limited 
emergency situations. Among the controls 
used hv these managed care organizations 
to regulate costs are prior authorization 
for inpatient admissions and other high- 
cost services and retrospective claims 
profiling to determine whether a physi- 
cian's practice pattern is dramatical!) dif- 
ferent from that of his or her peers. These 
utilization controls provide managed care 
organizations with the ability to den\ pay- 
ment for services considered inappropri- 
ate or to remo\e providers front the 
PPO KPO network. 

An increasingly popular feature of 
managed care s\ stems is case- manage- 
ment. Case management can be 
implemented in both HMO and PPO or- 
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gani/ations and c\cn \% it 1 1 traditional in- 
dcmnin insurance plans. I 'nclcr case man- 
agement, a case manager coordinates 
health care from a varict\ of providers for 
individuals with complex and lengthy or 
chronic illnesses, Case management can 
be used 10 facilitate cost-effective care 
which integrates health care witli the total 
needs (developmental, educational, and 
environmental) of a child or a pregnant 
woman. It can facilitate home placement 
and reduce o\crall costs. As advocates for 
an insurer, Iiowcut. case managers can 
aho he used to deter utilization of expen- 
sive services, 

The effectiveness of managed care pro- 
grains in reducing costs varies with the 
tvpc of managed care plan. A Rand Cor- 
poration studv of prepaid health plans in- 
dicates that expenditures in an HMO can 
he as much as 2f/v lower than in conven- 
tional health plans. The more looselv ar- 
ranged plans such as PPOs show little, if 
am , overall savings because of their organ- 
izational structure. An A. Foster Wiggins 
Mirvev indicates that some utilization rc- 
\ iew programs save up to 1','r on total medi- 
cal plan costs. 1(1 Some studies of selec ted 
programs indicate that cvcit dollar spent 
on utilization management results in a re- 
duction in claims of $-1 to SO: however, 
othe r studie s indie ate thai these programs 
are harelv cost-effect he.' 1 

While empirical evidence is limited, it 
is widch believed th i\ managed care is 
most effective in modifying medical prac- 
tice* when network providers senc exclu- 
sively those covered under the plan (as 
happens iu the HMO stall model) and 
when patients obtain their rare exclusiveh 
through the network. There is some ex- 
pectation that the potential lor cost sav- 
ings under managed c are will grow as 
medical efferm eness and outcomes re- 
search are further developed to \ ield cosi- 
eflective practice guidelines which c an he 
disseminated through managed care 
networks. 

Cost Sharing Arrangements 

Insurance products also vaiA great Iv in 
how the\ require einploxees and their 
families to share health e are costs with the 
rmploxcr. Kmplovee e osi shaiiug takes 
man\ fniins. in< hiding pi cm inn i < onti ibu- 
tions, dediu tibles, and coinsurance, While 
emplovee cost sharing tiaditionalh has 
not been a central leatme in most cm- 
plo\ei -f inane eel insurance plans (espc- 
c ialh those that are union-negotiated), it 



is becoming more populai . in pai l bec ause 
e>f increasing pressure to control health 
expenditures. 

About 4.V7 of employes contribute to 
the cost of their health insurance premi- 
ums. 1 - For health insuranc e plans that re- 
quire ;» premium contribution, employees 
typically pay, on a pretax basis, a percent- 
age of the monthlv premium amount. The 
average employee contribution is of 
the monthlv premium. 1 '* I'nder some 
plans the contribution rate varies bv tvpc 
of policy and may >;c less for an individual 
than for a famih. IVcmium contributions 
are more common for HMOs, in whic h 
3-1* V of curollecs pay a contribution, than 
tbev are lor non-1 1MO plans, in which 11 'c 
of enrollces pa\" a contribution. 1 1 

Deductibles are common features in 
non-1 INK) insurance plans, but varv enor- 
mously in how they are structured. In [)7 r i 
of f ulh insured plans, the insured individ- 
ual must satisfy an aggregate annual de- 
ductible amount for medical expense's. 
Common deductibles for individual cov- 
erage are SI 00 and $200; for family co\- 
ei age typical deductibles are $300 or $400 
per famih per Near. 1 ' Once the insured 
person or famih" has incurred and paid 
for health care expenses equal to the ele*- 
duc tible amount, the insurer assumes re- 
sponsibility for the majority of health 
expenditures. 



Case management can be used to facilitate 
cost-effective care which integrates health 
care with the total needs (developmental \ 
educational^ and environmental) of a 
child or a pregnant woman. 



Some managed care plans attempt to 
use the deductible to diree t coxered indi- 
viduals ie> hospitals and plusie ians with 
whom the managed care plan has a finan- 
cial arrangement for example, main 
IM*Os, KPOs, and point-of-scmcc plans 
haw two sets of deductible rales, one for 
in-network providers with whom the plan 
has a contr.u tuai agieemeut and one for 
out-of-nclwork pio\ iders. 1 vpu ali\ , lhe-se* 
plans use out-of-nclwork eleeluc tibles that 
aie inuch highei than the in-netwoik de- 
due tibles in an efloit te> persuade benefi- 
ciaries l < > use pro\ ielei s who are pari of the 
network. 

I 90 

t *w 



120 



THE FUTURE OF CHILDREN - WINTER 1992 



In mam non-HMO insurance plans, 
the beneficiary and the plan share the cov- 
ered expenses according to a predeter- 
mined ratio. Ordinarily, the plan pays for 
80 r .? of covered expenses (once the bene- 
ficiary has exceeded the deductible 
amount, if there is one), and the benefici- 
an pays for the remainin r 20 'V . The 20'.? 
is the bcncficiaiVs coinsurance rate. As 
with the deductible, the coinsurance rate 
is often lowered to provide an incentive to 
change beneficiarv behavior. For example. 
41 r f of emplovers waive the coinsurance 
rate on outpatient surgery to persuade 
their employees to avoid costly hospital 
suns.'"* Mai iv managed care plans raise the 
coinsurance rate for out-of-nctwork sen ice 
use to induce beneficiaries to use in-iu t- 
work providers. In some instances the ar- 
rangement mav be 10 r r coinsurance h i 
in -net work use versus W% coinsurance for 
out-of-network use. 



Factors influencing the choice 
of insurance plan include the 
benefits offered, the cost of the 
plan, and the freedom to choose 
providers. 



Some fairlv comprehensive plans im- 
pose a nominal charge (lor example. Si 
to S. r >) each time a service is used. Although 
a form of cost sharing, these co-payments 
are p'imarilv intended to discourage ex- 
cessive and frivolous utilization of health 
care services. 

Factors Influencing the Choice of 
Insurance Plan 

In em plover-based health insurance, the 
emplo\ee mav tvpicallv be presented with 
numerous he alth insurance offerings and 
must choose from among them. In indi- 
v iduallv purchased insurance, the choices 
are usuallv more limited, for reasons dis- 
cussed below. Regardless of the type of 
insurance, the consumer must somehow 
rank each choice relative to the others and 
pick the best one for him or her. Factors 
influencing the choice of insurance plan 
inc lude the benefits offered, the cost of 
the plan, and the freedom to choose 
pr< >v iders. 

Covered Benefits 

M.iternitv and well-c hild care benefits are 
pailicularlv important to consumers of 



childbearing age. Maternitv benefits are 
mandated by state law in 48 states and are 
included in more than 95?< of employer- 
sponsored group policies underwritten by 
commercial insurance companies. 11 ' Cov- 
ered services for a normal pregnancy usu- 
allv include a specified number of prenatal 
visits, diagnostic tests such as ultrasound, 
deliver)", postpartum care, and an initial 
inpatient well-baby v isit. 

Some emplovers concerned about the 
cost of high-risk pregnancies prov ide addi- 
tional benefits to encourage prenatal care. 
For example, Florida Steel Corporation, 
through its medical plan carrier. Aetna 
Health Plans, offers a Healthy Beginnings 
program. Free diaper service for 90 days is 
provided after the baby is delivered to en- 
courage pregnant employees and preg- 
nant spouses of employees to register for 
prenatal care. Women enrolled in the pro- 
gram are monitored on a regular basis by 
the insurance company's nurse consultant 
who records each woman's vital statistics 
(including weight gain and blood pres- 
sure), answers questions, and provides 
needed assistance. The nurse coordinates 
all efforts with the patients' obstetricians. 
The program also includes an educational 
component that provides the women with 
maternity-related information, including 
diet and exercise suggestions. 1 " 

Well-child care consists of monitoring 
a child's phvsical and mental develop- 
ment and of providing routine preventive 
services. Covered benefits usuallv include 
a specified number of phvsician visits be- 
fore a child reaches a certain age. routine 
laboratorv semces, and immunizations. 
Some insurers consider immunizations to 
be a separate benefit. As shown in table 1 . 
coverage for well-child care is far more 
common in HMOs than in traditional in- 
surance plans and PPOs. making HMOs 
a popular choice lor parents with small 
children. 

( overage of preventive diagnostic sen- 
ices is also an increasingly important bene- 
fit as emplovers become aware of the 
signific ant role played by preventive care 
in containing costs. The' growing popular- 
itv of wellness programs has likely added 
to this trend. Most corporate wellness pro- 
grams focus on weight reduction, smoking 
cessation, stress management, and fitness 
maintenance. 

Cost 

A consumer's choice of insurance product 
is also greatlv influenced by cost. Many 
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i Table 1 . Percentage of Health Insurance Plans Covering Well-child 
! Care and Preventive Diagnostic Services in 1989 



Services 

i 

i 


Traditional 
Indemnity 
Plans 


Preferred 
Provider 
Organizations 


IPA Model 
Health 
Maintenance 
Organizations 


Staff Model 

Health 
Maintenance 
Organizations 


Well-child care 


50 


62 


98 


99 


Preventive diagnostics 


67 


71 


94 


100 



Source: Health Insurance Association of America. Source Book of Health Insurance Data. 1990. 
Washington, DC: HIAA, 1990. p. 33. 



factors influence the cost of a private 
health insurance plan, including the com- 
prehensiveness of the benefits package 
and the degree to which cost containment 
programs are used. From the insurer's per- 
spective, a major factor influencing the 
cost of insurance is the "riskiness" of the 
group or individual to be covered. Many 
insurers attempt to exclude high-cost 
groups and individuals from coverage or 
design policies to protect the insurer from 
the consequences of high-cost illness. 

Preexisting condition limitations are 
frequently used to protect the insurer 
from high -cost illnesses by excluding from 
coverage for a specified period (often 6 to 
12 months) medical care required to treat 
a condition that was diagnosed and/or 
treated prior to the commencement of 
coverage. By covering only new condi- 
tions, the insurer can reduce costs and 
offer a lower premium. These limitations 
have serious implications for pregnant 
women and infants. Because pregnancy is 
typically considered to be a preexisting 
condition, women who become insured 
after they have become pregnant or dur- 
ing a waiting period before their insurance 
becomes effective may find it difficult to 
obtain reimbursement for the costs of the 
pregnancy. 

Trends in Private 
Insurance Coverage for 
Children 

Although private health insurance 
remains the primarv source of health in- 
surance for children and pregnant 
women in the United States, the percent- 
age of children with private coverage de- 
clined through otit the 1980s. The erosion 
in coverage can be traced to the rising cost 
of health insurance and the growth in 
insurer risk selection practices that 



severely restrict the availability of insur- 
ance to persons with a history of medical 
conditions. Moreover, the rising cost of 
health care has caused many employers to 
reduce the range of benefits provided and 
to require additional employee cost shar- 
ing in the form of increased deductibles 
and premium contributions. These 
trends in private insurance coverage are 
discussed below. 

Trends in Coverage 

The March 1990 Current Population Sur- 
vey (CPS) data indicate that about 74% of 
all children have private insurance cover- 
age. Nearly two thirds of all children 
(63%) are covered as dependents under a 
working parent's employer health plan 
(table 2). Another i 1% of all children are 
covered under individually purchased 
non-group insurance plans. In addition, 
about 27% of all pregnant women are cov- 
ered as employees under an employer 
health plan. About 33% are covered as 
dependents under their spouses' em- 
ployer health plans, and another 6% are 
covered under individually purchased 
non-group insurance plans. Overall, about 
60% of pregnant women have employer- 
sponsored coverage. 

The percentage of children with em- 
ployer health insurance declined from 
66% in 1980 to 62% in 1986; however, the 
percentage with employer insurance in- 
creased to 63% by 1990. Although there 
are differences in the way insurance cov- 
erage is measured across surveys, these 
trends are generally consistent with other 
survev data. 1 ** For example, in this journal 
issue Monheit and Cunningham report 
that the percentage of children with pri- 
vate health insurance coverage through- 
out the year declined from 71% in 1977 to 
63% in 1987. 

The decline in the percentage of 
children covered under employer plans 
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during the early 1980s coincided with the 
1982-1983 recession. The unemployment 
rate rose from 7% in 1980 to 9.5% by 1983, 
resultir ', in a widespread loss of employer 
coverage. The percent covered did not in- 
crease, however, as the economy recovered 
because many of the jobs created alter 1 983 
were in service industries where many em- 
ployers do not offer insurance and/ or con- 
tribute little to the cost of dependent 
coverage. 1 It is likely that the proportion 
of children without health insurance cov- 
erage increased recently because of the 
recession of 1990-1992. ' 

Employer Health Core Costs 

U.S. business health spending as a per- 
cent of total emplovee compensation in- 
creased from 2.0% in 1965 to 7.1% by 
1990 (table 3). The increase in employer 
costs in the past decade has been accel- 



erated by cost shifting. Uninsured per- 
sons often cannot pay for the care they 
receive, which creates an uncompen- 
sated care burden for providers, typically 
hospitals that provide charity care. 
These providers attempt to shift the costs 
of uncompensated care onto other pay- 
ers in the form of higher provider 
charges. Also, in recent years, govern- 
ment programs such as Medicare and 
Medicaid have reduced their reimburse- 
ment rates below the cost of providing 
care. 19 This reduction creates reim- 
bursement shortfalls which providers at- 
tempt to recover by shifting costs to 
private payers. Cost shifting for uncom- 
pensated and undercompensated care 
has increased in recent years as a result 
of increases in the number of uninsured 
persons and increasingly aggressive cost 
containment efforts in public pro- 
grams. 19 Ironically, the practice of cost 



Table 2. Sources of Insurance Coverage for Children and 
Pregnant Women in 1989 



Sources of Insurance* j 


Children 

(percent) 


rregnam womwi 

(percent) 


I 

: Employer coverage 




I 
1 


On own job 


0.1 


26.5 j 


As a dependent 


63.0 


33.1 j 


1 Non-group coverage 


10.5 


57 ; 


Public programs 


19.6 


25.4 


Uninsured 


: 13.2 


14.4 



! "Percentages do not add to 100% because individuals may have coverage from more 
than one source. 



••The CPS does not report pregnancy status. This survey identifies pregnant women as 
female parents of a child born in the prior year; therefore, it excludes females whose 
pregnancy does not go full term. 

Source: Lewin-ICF analysis of the March 1990 Current Population Survey (CPS) Data. 



Table 3. Business Faces Increasing Health Insurance Costs 



U.S. Business Health Spending as a Percent of 



Year 


' Gross Private Domestic Product 


Total Employee Compensation j 


1 

| 1965 


! 1.0 


2.0 j 


- 1980 


! 27 


4.9 | 


1990 


: 3.9 


7.1 ! 



Source: Health Care Financing Review (Winter 1991) vol. 3, no. 2. Baltimore. MD: U.S. 
Department of Health and Human Services. 1991 , p. 88 
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shifting may be causing increases in un- 
compensated and undercompensated 
care by further reducing the aftordabil- 
ity of private insurance. 

In response to rising health care costs, 
many employers have attempted to con- 
trol spending through a variety of man- 
aged care strategies. Industry data show 
that HMO enrollment has grown steadily 
din ing the past decade.- 0 In 1988, about 
19% of persons insured by benefit plans 
of firms with 100 or more employees were 
enrolled in HMOs and approximately 7% 
were enrolled in selective contracting 
plans (PPOs and EPOs) 21 In addition, 
919?. of employer plans surveyed by A. Fos- 
ter Iliggins have some form of utilization 
review program.-- For example, 73% of 
insurers require prccertification for selec- 
tive hospital admissions, and about half 
require concurrent review of hospital ad- 
missions. Despite these efforts to contain 
costs, however, many employers have 
found it necessary to reassess the level of 
coverage provided. 

Covered Services 

The traditional role of private insurance 
was to cover costs associated with acute 
illnesses, not costs associated with services 
designed to prevent illness. Rapidly rising 
health care costs have led main em plovers 
to broaden that focus. Pregnant women 
have been a popular target of managed 
care programs because expenses related 
to childbirth are the largest single compo- 
nent of a typical employee group's health 
care costs and may range f rom 10% to 49 f ? 
of total expenditures.-* Employers and in- 
surers now offer services that were rarclv 
covered under traditional insurance 
plans, including free obstetrical visits, be- 
havior modification classes for smoking 
cessation and weight loss, preconception 
health risk appraisals, and extensive pre- 
natal and postpartum educational materi- 
als and classes/-' 1 One emplover estimates 
that its pregnancy health benefits manage- 
ment program saved almost $500,000 in its 
first year by reducing the frequency of low 
birth weight babies.-* 

Young children are also a popular tar- 
gel, for specialized programs such as case 
management. For example, a midwcslcin 
HMO is implementing a case manage- 
ment program designed to help children 
with chronic asthma. The program was 
designed in response to the fact that 
asthma was the number one reason for 
school absenteeism in ihe area and a 




major source of IIMO expenditures. In 
concert with the school nurse, primarv 
care physician, a social worker, the par- 
ents, and a combination of other profes- 
sionals, the pediatric asthma ease manager 
works with the child to help him or her 
accept the responsibilities associated with 
asthma treatment. The goal is to keep the 
child in school and out of the cmcrgcncv 
room or hospital inpatient setting.- 3 

Another increasingly popular program 
involves using so-called Outers of Excel- 
lence. Centers of Excellence are facilities 
identified by insurers as high qualitv, cost- 
effective providers of specialty care. For 
example, children's hospitals are often 
designated as Centers of Excellence for 
the provision of specialized pediatric care. 
All cases for specific txpes of care are then 
sent to the Center of Excellence for treat- 
ment. Currently, the most popular tvpes 
of Centers of Excellence are those special- 
izing in organ transplants and rehabilita- 
tion services. 

While many of the trends in chil- 
dren's coverage arc positive, coverage 
for certain services of particular impor- 
tance to children has declined in recent 
years. An annual survey of medium and 
large firms conducted hv the Bureau ol 
Labor Statistics (WIS) indicates that the 
percentage of persons with dental cov- 
erage declined f rom 77 ( 7 in 108 1 to iWt 
in l<J89.- ,(i The BI.S data also indicate 
that the percentage of participants in 
plans with limitations on the number of 
davs of inpatient coverage increased 
from 4:v; in 1982 to 77"; in 1*189. In 
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addition, although 97 C V of all partici- 
pants were covered lor inpatient 
substance abuse detoxification (detoxifi- 
cation is gencralh considered medically 
necessary and is usualh covered), only 
(>8 f r were covered for inpatient sub- 
stance abuse rehabilitation and only 
i\\ f '< were co\ered for outpatient 
treatment. 



Thirty -two percent of workers wei'e required 
to pa\ 40% or more of family premium costs. 
According to a Wyatt Company survey, the 
average employee contribution for family coverage 
increased from $435 in 1986 to $605 in 1989. 



( an i ent trends in substance abuse cov- 
erage lor dependents raise important 
questions for the future of 'health in Amer- 
ica. A recent suncv of business executives 
b\ Northwestern National Life Insurance 
(iompanv indicates that 45' r of those sur- 
\e\ed plan to restrict or eliminate cover- 
age for substance abuse treatment in the 
ne\i decade.- 7 The survc\ reveals that 
business executives consider substance 
abu^c to be the fastest growing component 
ol their health caie bill. Substance' abuse 
treatment costs ha\e proven to l>e difficult 
h» predict, resulting in serious budgeting 
problems for emplowrs. Morcowr, sul>- 
stance abuse is wideh perceived to be a 
self-inflicted problem whose treatment is 
less wort In ol coverage than other health 
c are sen ices. The c oncern o\cradolesccni 
substance abuse treatment costs is so great 
that 2S'f of the Northwestern respondents 
want to tie emplo\ee he alth insurance prc- 
tnimns to their dependents" age- and sex. 
The sune\ also indicates that 27 r r of the 
i esjM indents arc c onsidering prcscrccning 
lainih members before extending cover- 
age for substance" abuse ticatment.-' 

Patient Cost Sharing 

Kmplo\eis ha\e also responded to rising 
health care c osts h\ in< reusing patient de- 
dueiibles and toinsuranee for rourcd 
health sen ices. In a 1980 sun c\, cm plov- 
ers indie atcd that inc reases in patient de- 
du< tibles \u m the most elfec live method 
lot c oiitaining c osts,- s 1 he f oster 1 (iggins 
sur\ e\ of emplo\ei plans indie ales that the 
deductibles foi 79' < of these plans were 
laised between 198.*) and 1988. The per- 



centage of plans with a deductible of SI 50 
or more increased from 4() ( 'o in HhS(> to 
■i7 r i in 198H/-W 

While deductibles have increased, 
ntanv plans have implemented limits on 
total annual patient cost sharing ranging 
from S1.000 to SI 0.000 per family. In a 
BI.S survev of medium and large firms 
sponsoring health insurance, the percent- 
age of employees covered by plans with 
maximum cost-sharing limits increased 
from about 20 f ? in 1979 to about 82 f 7 in 
1 988. : *° Approximately 7 of 1 0 participants 
in health plans had an average maximum 
cost-sharing limit of less than SI, 500. and 
onlv KKV of participants had a cost-shar- 
ing limit greater than S 1 ,500. Only 3 years 
earlier. 90f¥ of participants had cost-shar- 
ing limits greater than S2.000. 

Employee Premium Contributions 

Mam employers require that employees 
pav a portion of the premium for family 
cove-rage. IMS data indicate that the por- 
tion of employees whose health care 
premiums were whollv paid by their em- 
plover declined from 729r in 1980 to 01'? 
in 1989. :?0 A 1986 smvey of employers 
indic ates that the average employee con- 
tribution for family cove-rage- was equal to 
29* '( of the total premium compared with 
an average contribution of Wl of the 
premium f or single overage. In fact. Wl v t 
of workers were- required to pay 40 c >< or 
mot e- of familv premium costs.-* Accord- 
ing to a Wvait (Company survey, the aver- 
age emplovee contribution for familv 
coverage increased from $435 in 1980 to 
$005 in 1989.- 7 

The trend toward increased contribu- 
tions for emplovee coverage may cause 
mam workers to dec line dependent cov- 
et age which could result in an inciease in 
the number of uninsured children. For 
example, about 13.9 f 7 (1.12 million) of all 
uninsured children have a parent with cm- 
p!o\er health insuranc e- on his or her job 
e\en though nearlv all employer health 
plans have a dependent coveiagc 
option. :U Although little is known about 
this group, these nun be children of work- 
ers who were unable to afford the depend- 
ent tove.age premium. The affordabilitv 
of dependent coverage is an important 
concern in view of a Congressional 
Reseat e h Service (C.RS) analvsis whic h 
suggests that the most dramatic trend in 
sources ol health insurance between 1979 
and 1980 has been the decline- in the 
pet cent of persons under 05 Covered as a 
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dependent bv another family member 
(34.3% in 1979 to 31.4% in 1986).*! 

Insurance Rating and Availability 

Perhaps the most disconcerting trend in 
our health care financing svstem has been 
the erosion of insurance as a means of 
pooling risk. In effect, we are rapidly mov- 
ing to an insurance svstem that is willing to 
insure only healthy individuals. In the 
early days of the health insurance industry, 
all individuals paid a uniform connmmitv- 
rated premium. Community rating pools 
the cost of all health seivices provided in a 
given region across all community mem- 
bers and sets a single uniform premium for 
all insured individuals. Under a commu- 
nity-rated system, people who use lesser 
amounts of health care effectively subsi- 
dize the cost of care provided to sicker 
individuals who use more services. 
However, if one takes the long view, com- 
munity rating assures that when healthv 
individuals become ill thev will receive 
needed health sen ices while paving no 
greater premium than other members of 
the community. 

Community rating was brought to an 
end by competition among insurance 
companies. The rvpical marketing strategy 
for an insurer is to attract business bv 
offering competitive premiums to onlv the 
healthiest groups and limiting the in- 
surer's exposure bv refusing to cover 
health conditions that were present before 
the policy was issued. Renewal premiums 
are adjusted based upon experience so 
that premiums increase if the health status 
of the group declines. In today's svstem, 
most individuals pay a premium that 
reflects their health status and typical 
expenditure patterns rather than the 
overall average cost of health care in their 
community. 

Furthermore, insurers often engage in 
a practice known as medical underwriting 
whic h analyzes health characteristics of in- 
dividual group member to identm poten- 
tially high-risk individuals. Underwriting 
occurs primarily in the small group and 
individual insurance markets with the re- 
sult that selec ted people are denied cover- 
age through this process. To date, medical 
underwriting has been used infrequemlv 
b\ larger employers who are I v pi call v sell 1 
funded and 'or can effectively pool risk to 
reduce their exposure to huge losses. 

The demise of communitv rating has 
worked to the benefit of some and to the 
detriment of others. I lealthier individuals 
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benefit from this change because thevpa\ 
a premium that is often substantially lower 
than what they would have paid under a 
community-rated svstem. However, medi- 
cal underwriting has greatly increased pre- 
miums for sicker individuals and. in many 
instances, has left uninsured those most in 
need of health coverage. Moreover, as 
healthier people become sick, thev often 
face dramatic- increases in premiums and 
may ultimately find themselves uninsured. 

Insurer risk selection practices can 
have* a dramatic impact on families with 
' hronically ill children. Many parents find 
that they c annot change jobs without los- 
ing coverage for these children bec ause of 
preexisting condition limitations. In some 
small groups, the presence of a single 
chronically ill c hild can so inc rease premi- 
ums that the employer may terminate cov- 
erage. Moreover, as these chronically ill 
children reach adulthood, thev are no 
longer eligible for coverage as dependents 
under their parents' employer plans and 
may not be able to obtain insurance on 
their own. 

The Impact of Benefit 
Packages on Costs and 
on Children's Health Status 

Using deduc tibles and coinsurance to in- 
crease patient cost sharing is an effective 
means of reducing employer health plan 
costs. Cost sharing reduces health benefits 
costs to the employer in two wavs. First, it 
reduces the share of an individual's total 
health spending which is paid for bv die 
plan. Second, cost sharing creates an in- 
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ccntivc for individuals to moderate their 
use of health senices, resulting in an over- 
all reduction in utilization. 

Many observers are concerned that re- 
duced utilization of certain services by chil- 
dren and pregnant women could result in 
a general decline in health status for many 
of America's children. In response to this 
concern, many of the health reform pro- 
posals now before Congress would elimi- 
nate cost sharing for well-child and 
prenatal care to encourage use of these 
services.**-* 4 Fortunately for policymak- 
ers, there is a body of research document- 
ing the impact of cost sharing on the 
health status of children. 

Research Design 

The most authoritative research done on 
cost sharing is based upon data from the 
Health Insurance Experiment (HIE). 
The HIE was a federally funded study of 
the effect of different levels of patient cost 
sharing on health care use and health 
status conducted during the 1970s. Fami- 
lies were randomly selected from six sites 
chosen to represent the four census re- 
gions and urban and rural areas. 

Approximately 2,000 families were 
then randomly enrolled for 3 to 5 years 
in one of 14 different insurance plans 
with differing levels of cost sharing, and 
information about their health services 
utilization, costs, and health status was 
collected. Approximately one third of 
enrolleeswere assigned to a plan with no 
deductibles or coinsurance. The remain- 
der were assigned to plans with varying 
degrees of cost sharing. While cost-shar- 
ing requirements differed across plans, 
all individuals were covered for an iden- 
tical package of services including am hu- 
la torv and hospital care, preventive 
semccs, prescription drugs, and all den- 
ial services. 

A critical feature of the HIE is that it 
was a randomized controlled trial in which 
families were randonilv assigned to 
health plans rather than permitted to 
select their health coverage. This feature 
is important for evaluation purposes 
because individuals often select health 
plans that suit their expected or desired 
pattern of utilization. By randonilv as- 
signing individuals to plans, the ob- 
served differences in utilization that 
result from plan design can be distin- 
guished from the effects of health status 
or individual preference. 

I? I 



Cost Sharing and Service Utilization 

The HIE demonstrated that patient cost 
sharing results in an overall reduction in 
utilization of health services for children. 
In general, hospital expenditures varied 
little among children insured witli varying 
levels of cost sharing. However, for office- 
based care, both annual costs and the 
number of episodes of care provided for 
children with cost sharing were about 30?c 
below those with no cost sharing.^ The 
fact that office-based utilization and 
charges decreased by nearly equal 
amounts suggests that cost sharing did not 
cause families to seek care from lower 
priced physicians. Thus, the major impact 
of cost sharing appears to be on the num- 
ber of episodes of care received rather 
than on the price of that care once 
received. 



The HIE provides important 
insights into the cost of 
eliminating cost sharing for 
children's preventive services. 



The HIE data also indicate that utiliza- 
tion of preventive sen ices was not dispro- 
portionately affected by cost sharing. In 
fact, these data indicated that cost sharing 
reduced utilization of preventive senices 
among children less than it reduced utili- 
zation for acute and chronic care epi- 
sodes.^ Thus, the HIE does not support 
the widelv held notion that preventive care 
is more discretional")' than other care and 
is therefore more sensitive to cost sharing. 

The HIE provides important insights 
into the cost of eliminating cost sharing 
for children's preventive senices. These 
data indicate that eliminating cost sharing 
for these senices would result in a 3(KS 
increase in preventive senices utilization: 
however, this overall increase in private 
health insuiancc costs for children is likely 
to be less than 5 c v because preventive sen- 
ices represent less than lf/> of" children's 
health expenditures. 

While the HIE provides the most de- 
finitive data on the impact of cost sharing, 
these data are not strictly applicable to all 
of the polio initiatives under considera- 
tion todav. For example, these data are 
more than a decade old and do not reflet t 
the dramatic changes in medical practice 
patterns that have occurred since that 
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time. Specifically, the data do not reflect 
the general trend toward reduced inpa- 
tient utilization and increased use of out- 
patient treatments. Moreover, the HIE 
reflects the impact of overall family de- 
ductibles as well as individual deductibles. 
Thus, the utilization response under child- 
only health policies could differ from the 
HIE experience. 

Impact on Health Status 

Analysis of the HIE data indicates that 
the lower utilization associated with cost- 
sharing plans had no measurable impact 
on health status.*' The health status of 
children in the various cost-sharing 
plans was compared on the basis of two 
measures: objective physical examina- 
tions administered under the HIE and 
subjective health status reports provided 
by the individual. Little difference in 
lieal tli status was observed across the 
various types of cost-sharing plans under 
either health status measure. 

The results of the HIE study must be 
treated with caution because the data do 
not include a sufficiently large sample to 
measure the impact of cost sharing on 
at-risk children.* 8 For example, the 
study indicated that poor children with 
cost sharing were more than twice as 
likely to suffer from anemia than poor 
children with f ree care. I ll is suggests 
that cost sharing may have a detrimental 
impact on health status for children in 
low-income families. 

These results are generally consistent 
with the results obtained in other studies 
of service utilization and health status. 
These studies provide little evidence that 
additional medical services result in im- 
proved health status for children, except 
for the poor. However, a study by Dittton 
and Silber of alternative ambulatory care 
settings wit! i different cost-sharing require- 
ments indicated that small improvements 
in health status were observed among chil- 
dren that do not face cost sharing. :w 

Policy Issues Concerning 
Private Health Coverage 
for Children 

More than L M) health care reform bills have 
been introduced in Congress. Several 
other proposals have been developed by 
insurers. pro\ ider groups, and business as- 
sociations. While some of these proposals 
would eliminate private insurance and 



cover all persons under a single govern- 
ment program, most of these proposals 
would build upon the existing private in- 
surance system. Nearly all of the proposals 
that build upon the existing private insur- 
ance system would regulate insurance 
marketing practices so that coverage is 
available to all regardless of health status. 
Some plans would provide incentives for 
employers and/or individuals to purchase 
private insurance while others would re- 
quire that all individuals obtain insurance. 
These proposals typically emphasize 
access to insurance for children and preg- 
nant women and often stress prenatal and 
well-child care. 

Universal Coverage for Children 

The American Academv of Pediatrics 
(AAP) has proposed to require insurance 
coverage for all pregnant women and chil- 
dren through the age of 21. The. V\P plan 
would provide a comprehensive benefits 
package covering preventive services, in- 
patient care, prescription drugs, develop- 
mental disabilities, substance abuse 
treatment, nutritional supplements, and 
counseling semces related to parental 
education and child abuse. 10 The plan 
also would require physician-directed case 
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management programs for chronically ill 
children to assure coordination of spe- 
cially care, compatibility of drug therapies, 
and identification of families in need of 
counseling or health education services. 
The plan would eliminate cost sharing for 
preventive care to encourage use of 
periodic health monitoring and screening 
services. 

The AAP plan would require employ- 
ers to provide insurance to pregnant 
workers, pregnant spouses of workers, 
and dependent children of workers. All 
other children would be covered under a 
state-administered public program that 
would supplant the existing Medicaid pro- 
gram for children and pregnant women. 
The AAP plan also would require that 
payment rates in the public plan be com- 
parable to those for privately insured in- 
dividuals to assure that provider payment 
differentials do not create a second-class 
svstem of care for tin* economically 
disadvantaged. 

The principle that a single tier of care 
should be available to all regardless of 
income is reflected in many other health 
reform plans also. Moreover, the AAP plan 
reflects a growing sentiment that pregnant 
women and children should be targeted 
for an immediate expansion in access to 
health care. 

Health Insurance Market Reform 

There is a growing consensus that compe- 
tition in the insurance market should be 
regulated to make coverage available to all 
individuals regardless of health status. The 
Health Insurance Association of America 
(IIIAA) has proposed a program of mar- 
ket reforms, as has the National Assoc ia- 



Although plans vary in significant ways, they 
can be classified into three basic approaches: (1) 
mandated employer responsibility; (2) tax incen- 
tive programs; and (3) single payer approaches. 



tion of Insurance Commissions. The Presi- 
dent's Health Reform Initiative calls for 
insurance market reform as do several 
health care bills now before Congress. 11 
The state of Connecticut recently imple- 
mented a program of market ref orms, and 
similar legislation is now pending before 
several state legislatures including Man- 
land. California, and Oregon. 



While individual proposals differ, they 
are all designed to restore insurance as a 
means of pooling risk across society. In 
general, these reforms would require in- 
surers to cover all applicants and guaran- 
tee annual renewals of coverage. 
Exclusions of coverage for preexisting 
conditions would be severely restricted. 
Only minimal variations in premiums 
would be permitted for differences in 
health status. For example, most proposals 
would limit the variation in premiums 
charged by an insurer to within 25% of the 
average premiums charged by the insurer 
for all individuals in similar age and sex 
groups. In most proposals, annual in- 
creases in premiums at time of renewal 
would also be limited to no more than a 
specified percentage (usually 15%) in ex- 
cess of the average increase in health care 
costs for all individuals covered by the in- 
surer. Most proposals also include a rein- 
surance mechanism that permits insurers 
to spread the cost of covering high-risk 
individuals across all insured individuals. 

Insurance market reforms would affect 
children's coverage in several ways. First, 
children with chronic health conditions 
would be able to obtain insurance at a 
group rate. This would lx i particularly rele- 
vant in the sale of child-only policies, but 
would also affect the availability of de- 
pendent coverage for workers in small 
firms. Chronically ill children also would 
be able to obtain groujHated insurance as 
thev grow older and are no longer eligible 
for dependent coverage under a parent's 
plan. Moreover, many healthy children 
might obtain insurance if the overall cost 
of faniilv coverage were reduced for fami- 
lies with high-risk adult members. 

While these proposals would restore 
insurance as a risk-pooling mechanism, 
thev tvpicallv stop short of reestablishing 
a community rating system. Most propos- 
als would permit variations in premiums 
bv age*, sex. and geographic region. Pre- 
mium variations bv health status are also 
permitted subject to premium variation 
limitations. The purpose of these propos- 
als is to impose a pooling of risk for insured 
individuals while permitting price compe- 
tition among insurers. 

Although insurance market reforms 
would i educ e health insurance costs for 
certain individuals, these reforms would 
do little to change the overall average cost 
of health ( are except to the extent that the 
elimination of underwriting practices re- 



id 

:RLC 



13; 



U.S. Health Care for Children 



duces admin istrathe costs. In (act, average 
costs could actually increase as high-risk 
individuals who do not now have insur- 
ance obtain coverage and enter the 
broader private insurance risk pool. 
Although the pooling of risk implied bv 
these reforms can be expected to reduce 
premiums for high-risk individuals who 
now purchase insurance, risk pooling will 
inevitably result in premium increases fol- 
lower-risk individuals who now enjoy favor- 
able premium rates. Thus, a restoration of 
risk pooling in our insurance system will 
move us back toward a system where lower- 
risk individuals subsidize health costs for 
high-risk cases and may actually increase 
the overall average cost of health insur- 
ance and health care. 

Toward Universal Coverage 

Most health reform plans are intended to 
extend coverage to all uninsured persons 
regardless of age. Although plans vary in 
significant ways, they can be classified into 
three basic approaches: (1 ) mandated em- 
plover responsibility; (2) tax incentive pro- 
grams; and (3) single payer approaches. 
Although these plans would extend cover- 
age to all children, the benefits provided 
under these proposals are typically less 
well tailored to the special needs of chil- 
dren than are cliild-onlv plans such as the 
one proposed by AAP. 

Employer Responsibility 
In 1988, Sen. Edward Kennedy (DMA) 
and Rep. Henry Waxman (D-CA) jointly 
introduced a bill that would require all 
employers to cover their workers and their 
dependents. Since that time, the authors 
of the bill have shifted their support to the 
pay-or-play approach, which gives employ- 
ers the option of paving a tax and having 
their workers covered under a public plan 
in lieu of providing employees with private 
insurance. Howe\er, both the employer 
mandate and the pay-or-play approach 
establish that cmplovcrs are responsible 
for covering their workers. The pav-or-plav 
approach is now embodied in the Health 
America Act currently under considera- 
tion bv ( ongi ess. 

The Health America Act (S. 1227) 
specifies a minimum standard benefits 
package to be presided to all individuals 
which includes well-child care, prenatal 
care, and substance abuse treatment. The 
bill also includes insurance market reforms 
that are designed to extend coverage to all 
individuals while substantially restricting 
variations in piemiums resulting from 



changes in health status. Indeed, an em- 
ployer mandate could not he effective un- 
less accompanied by regulations making 
insurance available to all individuals. 

Tax Credit Program 

The 1 leritage Foundation has developed a 
program that would replace our existing 
system of employer-based coverage with a 
requirement that all individuals purchase 
insurance. 43 Employers would be required 
to convert their current contributions to 
wages, which would then become taxable 
to the employee. The increase in tax reve- 
nues would be used to finance a tax credit 
to individuals, which would vary with 
income and the cost of insurance. This 
proposal also includes insurance market 
reforms designed to assure the availability 
of insurance coverage and limit the vari- 
ation in premiums by health status. 

The purpose of the Heritage Founda- 
tion proposal is to make individuals more 
conscious of the cost of care they consume 
by requiring that they purchase- insurance 
out of their income. The plan does not 
specify a minimum benefits package so 
that individuals would be- permitted to de- 
lete coverage for selected benefits. This 
may result in reductions in coverage for 
important child health services such as 
preventive care. 

Single Payer 

Several bills have been introduced which 
would eliminate private insurance and 
cover all Americans under Medicare 1 1 or 
cover all Americ ans under a single govern- 
ment program modeled on the Canadian 
system. * > I lowcver, a publicly financed na- 
tional health insurance plan does not nec- 
essarily mean the end of private insurance. 
For example, the Health l\SA Act intro- 
duced by Sen. J. Robert Kerrey of Nebraska 
would establish a publicly financed na- 
tional health insurance program in which 
individuals choose among insurers com- 
peting on the basis of pric e and quality.-** 

Cost Containment 

The share of our gross national product 
devoted to health care increased from 
9.1'S in 1980 to 1 2.2' r bv 1990. Vet, despite 
this dramatic increase in the share of our 
national wealth devoted to the health sec- 
tor, the number of persons without health 
insurance increased bv 9 million dining 
this same |viiod. ,(i As costs have tisen, 
fewer and fewer employers and families 
have been able to afford insurance cover- 
age. Indeed, controlling costs is widely 
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seen as essential to maintaining even the 
existing level of insurance coverage. 

Cosi contain men i is a central theme of 
nearly all of the health reform plans now 
before Congress. However, the proposed 
methods for controlling costs vary across 
proposals. The most frequently suggested 
cost containment strategies are competi- 
tion in the health care market, managed 
care, and global budgeting. The first two 
have been tried in the United States with 
varving degrees of success. The third, a 
common feature in countries with national 
health insurance, is virtually nonexistent in 
the United States. 47 

Competition 

Competition as a means of controlling 
costs is emphasized in several reform 
proposals, including the Heritage Foun- 
dation plan and the Health USA Act. In 
a competitive market, there are enough 
producers of a particular product to al- 
low consumers to shop around and 
choos* the one with the optimal combi- 
nation of price and quality. The argu- 
ment is that if one creates an 
environment in which the consumer (for 
example, an employer group) chooses to 



Though typically thought of as a means of 
expanding insurance coverage, extensive reforms 
of the health care system may be needed just to 
preserve the existing level of private insurance 
coverage. 



use only those producers (for example, 
hospitals) that sell high-quality, cost-ef- 
fective products (in this instance, health 
care), the other producers will either 
exit the market, reduce their prices, or 
increase their qualitv to remain competi- 
tive. PPOs employ a competitive market 
strategy. The PPO contracts with se- 
lected hospitals and physicians, often ne- 
gotiating discounts off current charges, 
and provides financial incentives for the 
insured population to use PPO network 
providers. 

One of the problems with the com- 
petitive model, however, is that individu- 
als iiiuv not find the PPOs financial 
incentives persuasive if the network does 
not inc lude their personal physicians or 
the hospitals to which they refer, A more 



fundamental problem with the competi- 
tive model may be that consumers of 
health care services may not know 
enough about their condition and ap- 
propriate therapy to shop around for 
cost-effective, high-quality care. 

Managed Care 

Many proposals would place greater em- 
phasis on expanded use of managed care 
and medical practice outcomes research. 
While there is some evidence that cer- 
tain managed care programs such as case 
management do control costs, few com- 
prehensive evaluations of managed care 
programs have been completed. Accord- 
ing to some industry observers, managed 
care would successfully control costs only 
if the entire population were enrolled in 
closed provider networks with a high 
degree of care management. 18 Many of 
the health reform proposals now before 
Congress would seek to expand man- 
aged care. For example, the Health 
America Act would preempt state laws 
that restrict the use of HMOs or selective 
contracting. This hill would also require 
that HMOs be available to small groups 
and that managed care plans be available 
to persons covered under publicly 
financed health programs. Several bills 
also propose to organize small employ- 
ers to negotiate provider discounts. 

The effectiveness of managed care 
could also improve as research on medical 
outcomes and on medical practice 
parameters is further expanded. There is 
a growing body of research on the eff ec- 
tiveness of medical procedures. This 
research is being used to develop medical 
practice guidelines for managed care set- 
tings to eliminate unnecessary proce- 
dures and improve quality. Medical 
practice guidelines could also help ration- 
alize malpractice awards and reduce the 
practice of defensive medicine by provid- 
ing empirically based standards of appro- 
priate care. While there are significant 
potential benefits to medical outcomes 
research, it is unclear whether the devel- 
opment of medical practice guidelines 
will reduce health care costs. For exam- 
ple, for some conditions these guidelines 
are likelv to recommend procedures that 
could result in net increases in health care 
costs. Moreover, the potential impact of 
outcomes research on children's health is 
difficult to assess because much of the 
research done to date has focused on the 
Medicare population. 
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Global Budgeting 

Global budgeting is the process whereby 
some portion of total health expenditures 
is paid according to a prospectively deter- 
mined (typically negotiated) annual 
budget. Global budgets are commonly 
implemented in countries with national 
health insurance, particularly in the hospi- 
tal sector, where operating budgets are 
used also lor planning purposes. It is 
harder to impose budget ceilings on physi- 
cian sen ices, although West Germany has 
successfully done so for many years. A 
recent study by the General Accounting 
Office (GAO) estimated that global 
budgets reduced health care spending in 
real terms by [)% in the hospital sector in 
France and by \7 ( /c in the physician sector 
in West Gci many. ** <J 

While global budgets appear to be ef- 
fective in controlling health care costs, 
there is some evidence that they may lead 
to non-price rationing of sen ices and shift- 
ing of costs from the payers (for example, 
the federal and regional governments) to 
the citizens, primarily in the form of the 
long waits associated with access to main 
services. Queuing is most common for 
nonemergency services such as diagnostic 
tests and elective surgeries. There is little 
evidence, however, that children are ad- 
versely affected by queuing. In fact, infant 
mortaliry rates in other developed coun- 
tries using global budgeting tend to be far 
lower than those 1 in the United States."* 0 

Conclusions 

Private health insurance is the primary 
source of (overage for America's chil- 



dren and pregnant women. Access to 
private health coverage is threatened by 
the spiraling cost of health care, cost 
shifting, and insurance marketing prac- 
tices which tend to deny coverage to 
high-risk individuals. These pressures 
threaten to increase the number of 
uninsured persons and reduce the level 
of coverage for persons who remain in- 
sured. These changes will ultimately 
result in increased pressure on govern- 
ment programs to care for our nation's 
uninsured children. 

Efforts should be taken to preserve 
the stability of our private insurance 
system. Reimbursement under public 
programs should be sufficient to reduce 
the cost shifting that is compounding the 
growth in private insurance costs. Insur- 
ance marketing practices should be re- 
formed to guarantee the availability of 
coverage to all groups by restoring insur- 
ance as a means of pooling risk. Aggres- 
sive cost containment efforts should also 
be initiated involving competition, man- 
aged care, and possibly global spending 
limits. 

The rising cost of health services 
threatens to transform health care into 
a luxury good affordable only by higher- 
income Americans. This will represent a 
particular hardship foi America's chil- 
dren, a disproportionate share of whom 
are living below the poverty line. Though 
typically thought of as a means of ex- 
panding insurance coverage, extensive 
reforms of the health care system may be 
needed just to preserve the existing level 
of private insurance coverage. 
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The Role of Medicaid 
and Other Government 
Programs in Providing 
Medical Care for 
Children and Pregnant 
Women 

Ian T. Hill 

Abstract 

T his article provides an overview of the major federal and stale health c are programs 
serving children and pregnant women, including Medicaid, the Maternal and Child 
Health Block Grant Program, the Community and Migrant Health Center Program, 
and the Special Supplemental Food Program for Women, Infants, and Children. A 
detailed description of kev amendmeiiLs to the federal Medicaid statute which 
substantially expanded the number of pregnant women and children eligible for 
benefits is presented along with a discussion of the creative reforms of eligibility and 
servic e delivery svstems some states implemented to expand utilization of prenatal 
care. Karly evaluation results indicate that these perinatal reforms appear to be- 
having a positive impact on both infants and pregnant women. An assessment of the 
possible impact of recent Medicaid expansions on children's access to medical care 
reveals that progress has been slow. States have not yet undertaken substantial 
initiatives to improve the accessibility and efficacy of child health programs. The 
author concludes, however, that creative efforts by a growing number of states give 
reason to he cautiously optimistic about the prospect of progress in the future. 



Ian 1\ Hill, AM., 
Af.&W., is director of 
Maternal and Child 
Health Projects at 
Health Systems Re- 
search, Inc., in 
Washington, D.C. 



The latter half of the 1980s witnessed dramatic expansion in the 
roles that state and federal governments play in providing and 
financing perinatal and well-child care in America. Sweeping 
initiatives were begun that have the potential lo commit vastly larger sums 
of public monies to the support of maternal and child health, Expanding 
the delivery of prenatal care became a cause that attracted support across 
the political spectrum, on the grounds that expanded coverage was both 
a humane course to take and an efficient investment in our nation's 
future J 
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Yet the manner in wliieh change was achieved — In expanding eligi- 
bility for pregnant women and young children under the Medicaid 
program — has raised a number of questions regarding the appropriate 
and potential roles of government in serving these populations. Ques- 
tions that have arisen include the following: 

■ Is an insurance program like Medicaid the best vehicle to improve the 
health status of mothers and children? 

■ Can a program that has such a strong historical link to the public 
welfare system escape that system's stigma and be fullv embraced as a 
positive public health care program by mothers and families? 

■ Can families* access to care be improved if the vehicle chosen to 
accomplish this goal is a financing program that is held in such negative 
regard by much of the private physician community? 

■ Would government funds be better spent by increasing support for 
programs other than Medicaid that directlv provide, rather than just 
finance, prenatal and well-child care? 

■ Would real access be achieved more expeditiouslvbv targeting dollars 
to expand the capacity of such public providers as stale and local health 
department clinics and communitv and migrant health centers? 

This article describes the rapid evolution of this country's publicly 
subsidized systems of health care for pregnant women and children which 
has taken place during the past •> wars. First, an overview of the various 
major federal and slate programs is provided. Second, a detailed descrip- 
tion of the key amendments in die federal Medicaid statute that enabled 
its expansion is presented along with a discussion of the flexibility utilized 
by states to implement creative reforms of eligibility and sen ice delivery 
systems. Also included are earlv evaluation results which indicate the 
positive impact that perinatal reforms appear to be having on both the 
insurance and health status of mothers and inf ants. Finally, an assessment 
of the possible impact of recent Medicaid expansions on children's access 
to medical care is presented. 

broader population. Sonic programs air 
designed to finance < arc bv reimbursing 
pio\idcis for re ndering cart 1 , while olhci 
programs subsidize the direc t provision of 
services. Some programs are fullv adininis- 
leied in federal agencies and operate un- 
der federal inles. while others share 
rcsponsibilitv lor management and rule 
making between ledei al and state levels of 
government. Appearing below are brief 
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An Overview of 
Government Programs 
Serving Pregnant Women 
and Children 

Mail) government programs serve disad- 
\ ant aged pregnant motliei s and their chil- 
dren. Some hold these populations as 
their sole target, while oiheis sen e a muc h 
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descriptions of these programs — their ol>- 
jectives, organization, administration, and 
financing. 

Medicaid 

Created in 19(>f> as Title XIX of the Social 
Security Act. the Medicaid program has 
long been the primary public program 
supporting the provision of health care 
sen ices to low-income Americans. Today, 
the program insures an estimated 2(i mil- 
lion persons at an annual cost of approxi- 
mately S90 billion.- 

State Medic aid programs are required 
to extend to program recipients a rich set 
of health care benefits, including inpa- 
tient and outpatient hospital services, phy- 
sician services, rural health clinic services, 
laboratory and x-ray services, skilled nurs- 
ing facility and home health services for 
persons oyer age 21, family planning sen- 
ices and supplies, and nurse-midwife sen- 
ices. Stale's provide for well-child care 
through their basic Medicaid programs. In 
addition, under the Karly and Periodic 
Screening, Diagnosis, and Treatment 
(KPSDT) Program, the federal govern- 
ment mandates that all states provide earl\ 
and periodic screening, diagnosis, and 
treatment services to eligible children 
under age 2 1 



Several characteristics set the 
Medicaid program apart from 
most public health programs 
and contribute to its often 
daunting complexity. 



States have the option of adding to this 
package a broad range of scniccs. includ- 
ing but not limited to prescription drugs; 
phvsical. occ upational, and speech thera- 
pies: case management: hospice, dental, 
and respiratory care; andseivices rendered 
in intermediate c are facilities foi the men- 
talh retarded. Stales also ha\e the* flexibil- 
ity to define limits on the coverage ol these 
services: therefore, considerable variation 
exists among the states in both the range 
of services covered and t lit* amount ol c are 
provided tinder each catcgon. 

Several c hatac teristic s set the Medic aid 
piogiam apart from most public health 
piograms and contribute to its often 
damning complexity. I hese chaiac- 
teristics are as follows: 



■ Medicaid is jointh administered b\ the 
federal and state governments. At the fed- 
eral level, under the direction of the 
Health Care Financ ing Administration, 
broad regulations dictate the overall struc- 
ture of the program and its covered sen- 
ices. States, however, retain significant 
flexibility to establish income eligibility cri- 
teria, determine which among a long list 
of optional services to cover, and set pay- 
ment rates tor providers. This flexibility 
has resulted in wide variability among state 
programs with some programs being 
muc h more generou:. than others, 

■ Medicaid operates as a financing pro- 
gram rather than as a service delivery 
system. As tbird-part\ pavers, state pro- 
grams direct l\ reimburse providers of c are 
upon the submission of a bill for scniccs 
rendered to an eligible individual. The 
federal government then pays a percent- 
age of each state's expenditures with the 
percentage based on the state's per capita 
income. In no slate does the federal go\- 
crnmcnt pa\ less than r>O f -r of program 
costs. In the poorest states, the federal 
share can rise to more than <SO r r. 

■ Medicaid is tbeoreticalK an open-ended 
entitlement program. Rather than operat- 
ing within a spec ified annual budget, it is 
required to extend all medically necessary 
scniccs to ail persons who qualify. Medi- 
caid administrators can exercise some con- 
trol over spending by selecting which 
optional benefits to cover, choosing where 
to set provider reimbursement rates, insti- 
tuting medical necessity and utilization re- 
views, and placing upper limits on the 
amount, duration, and scope of covered 
scniccs. The open-ended nature of Medi- 
caid, however, has contributed sign if 1- 
canth to its cxircmch rapid rate of growth 
in recent years. For example, after adjust- 
ing for general inflation, real Medicaid 
expenditures grew bv [Wi between 1DS1 
and HISS. Between lUSSaud 1990, expen- 
ditures grew h\ 23 f c and then by T2 r i in 
1W1 alone. 1 

■ The loots of Medicaid's eligibility rules 
are linked to those of various public wel- 
fare programs. Medicaid was originally 
created as an additional benefit that per- 
sons eligible for welfare would receive 
along with their c ash assistance payment. 
Specific ally Medicaid was provided' to 
women and children eligible for the Aid to 
Families with Dependent Children 
(AHK1) program, and to aged, blind, or 
disabled individuals receiving Supplemeu- 
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tal Security Income* (SSI) cash benefits. 
These categorical links created a program 
that is not available to even poor person. 
Rather, it is available to very divergent 
subsets of the poor. Additionally, this 
linkage creates a situation whereby a 
state's political outlook toward welfare 
assistance has a direct impact on its poli- 
cies for health care coverage. For exam- 
ple, in Alabama, Medicaid coverage has 
been limited bv ver\ strict eligibility cri- 
teria for A FIX".. A FDC eligibility criteria 
limit cash assistance to families with 
incomes below !">*? of the federal pov- 
erty level. 

Medicaid's specific intent has never 
been to improve pregnane) outcomes or 
reduce infant mortalitv; however, women 
and children have always been the largest 
portion of Medicaid rec ipients (currently 
approximately 7.Vv ). The coverage of pre- 
ventive, prima iv, and ac ute care services — 
including prenatal, deliver), postpartum, 
and well-child care — have also alwavs be en 
mandator components of each state's 
Medicaid benefit package. Ironic alh. 
because of the relatively low costs associ- 
ated with such care, spending on these 
sen ices has typically consumed only 25' c 
of total Medicaid expenditures. Long- 
term care sen ices, required by aged and 
disabled populations, are responsible- for 
roughh 7.W of Medicaid spending, f 

The Maternal and Child Health Block 
Grant Program 

Title Vol the Social Sec mil) Act, passed 
in HWr>. authorized fede ral monies to be 
spent to identify, assess, and serve the 
health care needs of women and chil- 
dren, particularly those with low 
incomes or with limited access to care. 
( irani monies generalh were alloc ated to 
the stales on a formula basis, with states 
matching the federal allotments with 
their own funds. 

The most important change in the 
program occuried in 1981 when the Ma- 
ternal and Child Wealth (MCH) Block 
Crant Program was created. Seven 
separate c ategorical programs were con- 
solidated to create a single block giant. 
In return for an overall dec rease in fed- 
eral monies, states were given greater 
flexihilitv to determine how o target 
grant rcsomces and develop service 
deliven svstcins. 

States ha\e crafted unique and individ- 
ual MCH piograms and, therefore, it is 
difficult to describe the tvpical program. 




Common traits that are shared across state 
programs are described below. 

■ Rather than following a specific formula 
like Medicaid, state MCH programs con- 
tribute roughh $.'* in matching funds for 
even SI in federal funds thev receive. In 
addition, because the- program is not an 
entitlement, state M( ill programs must op- 
erate within each year's appropriated 
budget. 

■ MCI i programs tvpicalh support the di- 
rect deliven of senices in public health 
care settings, either state or locally admin- 
istered health department clinics. Dollars 
arc 1 used to hire c linic al and administrative 
stall, conn act with private phvsicians to 
stall public clinic's, and purchase medical 
supplies and equipment, among other 
things, hi nearly all states, the program is 
divided into two separate components: an 
MCH program that provides preventive 
and primary care to families and a children 
with special health care needs comjxmcnt 
th;i! provides chronic and long-term care 
sen ices to disabled children. 

■ The programs gencrallv adheic to in* 
come cligihilm limits set at hS.Vi of the 
federal poverty level.*' 

While state flexibility is the haihnaik of 
the bloc k grant philosophv. recent amend- 
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moms to Title V have begun to restrict 
stairs* autonomy. The Omnibus Budget 
Reconciliation Act of 1989 (OBR.V89), lor 
example, contained new requirements 
that states must spend no more than W I 
of program funds on administrative costs, 
at least 30'f Cor preventive and primary 
care for children, and at least 30<< for 
senices for children with special health 
t are needs. This leaves up to 30 r c of pro- 
gram dollars for prenatal and maternity 
care provision.' 1 

For federal fiscal year 1992. the MCI1 
Block Grant appropriation was $(>f>0 mil- 
lion." In sheer si/e. the program is dwarfed 
h\ the Medicaid program in even state. 
IIowcuT. in terms of power, these pro- 
grams often assume a \crv prominent role 
in slate health departments and exert in- 
creasing influence over the shape and di- 
rection of states' perinatal and well-child 
care delivery s\ stems. 

The Community and Migrant Health 
Center Program 

Federally f unded communis and migrant 
health centers ((,'MHCs) receive direct 
grants from the federal government and 
operate iargck outside the pun iew of state 
and local governments. Tlicv were estal)- 
lished in 19(>."> as a system through which 
comprehensive primary care services 
could be delivered to individuals and fami- 
lies who lack access to health services 
because of geographic isolation, provider 
shortages, or financial barriers. To fulfill 
their mandate, specified in Sections 329 
and 330 of the Public Health Service Act. 
centers must serve areas designated as 
medically midcrscrvcd: provide basic pri- 
mary medical care senices plus support 
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and facilitating senices appropriate for 
the target population; have a governing 
board the majority of whose members are 
users of their senices; and adjust the cost 
of services to the patient's ability to pay. s 



Community health centers have 
been found to reduce infant 
deaths by up to 40% in the 
communities they serve. 



Centers have always placed high prior- 
ity on reducing infant mortality and im- 
proving the health of mothers an'. 1 
children. Community health centers have 
been found to reduce infant deaths In up 
to4() f f in the communities they serve: and 
in 1987, 1 in 10 low-income infants born 
in the t nited States had a mother who 
received maternity care at a community or 
migrant health center. (> 

In the late 1980s Congress targeted 
CVMHCs as one of the vehicles to improve 
maternal and child health. In 1987, special 
funds were appropriated to the C MllC 
program to conduct a l-\car demonstra- 
tion project to enhance its capacity to re- 
spond to the needs of disadvantaged 
pregnant women and their infants. The 
Comprehensive Perinatal Care Program 
(CPCP) received just oxer S20 million, 
which was targeted to centers located in 
communities experiencing high rates of 
infant mortality and inadequate access to 
prenatal care. Under this initiative, a|>- 
proximalely half of the nearly 000 centers 
across the countn received f unding dur- 
ing calendar war 1988, which supported 
the provision of enhanced care to more 
than 1 00.000 pregnant women and 4 1,000 
infants.- 1 In I9M8. because of the success of 
the CPCP, Congress made it a permanent 
part of the C MHC program and in- 
creased funding for the initiatiw in that 
and subsequent wars. 

Foi federal fiscal year 1901. the appro- 
priation for community and migtant 
health (enters totaled Sf>30 million. In 
comparison to Medicaid, the program is a 
small one. Its impact, however, as a kev 
publich subsidized primary care delivery 
system is significant, hi 1989. C MHCs 
served nearh 0 million individuals. Ap- 
pro\iinatel\ 1.3 million of those patients 
were women of childhcaring age. and 2.1 
million vveie children under age I.V '° 
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The Special Supplemental Food 
Program for Women, Infants, and 
Children 

The Special Supplemental Food Program 
for Women, Infants, and Children (WIC) 
was created in 1972 as an amendment to 
the Child Nutrition Act of 1966. Adminis- 
tered by the Department of Agriculture's 
Food and Nutrition Service. WIC distrib- 
utes funds to the states to provide supple- 
mental food to low-income pregnant 
women, nursing mothers, and children di- 
agnosed as being at nutritional risk. WIC 
also provides nutrition education and en- 
hances access to health care services for 
those who are eligible for the program. 

Although strictly speaking WIC is not 
a health care program, evaluations have 
found WIC to be effective in reducing in- 
fant mortality, low birth weight, anemia, 
and other health problems. 1113 Because 
participation in WIC significantly reduces 
the chances of prematurity and low birth 
weight and the extraordinary costs of neo- 
natal intensive care, the savings can be 
substantial. 14 A recent study concluded 
that every dollar spent on WIC for preg- 
nant women saves between SI. 77 and 
$3.13 in Medicaid costs for new mothers 
and their infants during the first 60 days 
afterbirth. 15 

State Programs 

In addition to the programs described 
above, state and local governments sup- 
port a plethora of additional health care 
programs for mothers and children. Such 
programs are often designed to dovetail 
with state Medicaid programs. Examples 
of these programs are the following: 

■ In Minnesota, the Children's Health 
Plan provides health insurance for chil- 
dren up to age 1 8 in families with incomes 
below 185% of the federal poverty level. 

■ The Maine Health Program covers chil- 
dren up to age 19 in families with incomes 
below 125% of poverty (with no restric- 
tions on assets). 

■ New York's Child Hea ?t h Plus Program 
purchases private healtn insurance for all 
uninsured children up to age 13 living in 
families with incomes below 185% of the 
federal poverty level. 

■ In Vermont, the Dr. Dynasaur Program 
covers children under age 7 to 225% of 
poverty and pregnant women up to 200% 
of poverrv. 



■ W r ashington covers children up to age 18 
in families with incomes below 100% of 
poverty. 

■ Wisconsin covers children between the 
ages of 2 and 6 in families with incomes 
between 133% and 155% of poverty. 

By covering the same or similar bene- 
fits for families that possess too much in- 
come to qualify for Medicaid, or for 
children who are older than an individual 
state's upper age limit for Medicaid, these 
programs attempt to broaden the safety 
net of coverage using entirely state and/ or 
local monies. 

Medicaid and Its New 
Role as the Primary 
Vehicle for Expanding 
Care for Pregnant Women 

By 1985, the research literature had dem- 
onstrated that lack of health insurance was 
an important barrier to prenatal care for 
low-income women. 56 Yet the Medicaid 
program no longer held the capacity to 
provide appropriately for these popula- 
tions because of a steady erosion in eligi- 
bility limits, which were tied to income 
eligibility thresholds for AFDC pro- 
grams. 17 In response to this problem, the 
Omnibus Budget Reconciliation Act of 
1986 (OBRA-86) allowed states the flexi- 
bility to sever the traditional links between 
Medicaid and AFDC and to establish spe- 
cial income eligibility thresholds above 
those established for their AFDC pro- 
grams that could be as high as the federal 
poverty level for pregnant women, infants, 
and children up to the age of 5. 

In subsequent years, eligibility rules 
were liberalized further. The Omnibus 
Budget Reconciliation Act of 1987 
(OBRA-87) gave states the additional op- 
tion of raising income thresholds for preg- 
nant women and infants up to 185% of the 
poverty level, and to raise poverty-level cov- 
erage of older children up to the age of 8. 
The Medicare Catastrophic Care Amend- 
ments (MCCA) of 1988 transformed what 
had been optional authority into a man- 
date by requiring states that had not al- 
ready expanded coverage of pregnant 
women and infants to the poverty level to 
do so over a 2-year phase-in period. The 
Omnibus Budget Reconciliation Act of 
1989 (OBRA-89) superseded MCCAs 
mandate schedule by requiring all states 
to cover, at minimum, pregnant women 
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and children up to ti wars ot age at K^Vr 
of poverty, beginning in April 1990. Fi- 
nally, OBRA-90 called for states to phase 
in by the year 2001 coverage tor all chil- 
dren up to age 19 in families with incomes 
below 100% of the poverty level. 

States Respond Aggressively to New 
Flexibility 

States responded quicklv to the passage of 
the various Medicaid expansion measures. 
Within 2 years of the initial effective date 
of OBRA-81). 44 states and the District of 
Columbia had established coverage at 
100% of poverty or higher: eighteen had 
elected to raise eligibilitv up to I Sf>* * o( 
povertv using OliRA-87 flexibility. 1 * The 
impact of OBRA-89 and OBRA-90 were felt 
more broadlw As a result, all states are 
today coveiing children up in the age of 9 
in families with povertv-levei incomes or 
below. 1 -* Combined. OBRA-S9 and OBRA- 
90 have established a uniform, minimum 
floor of coverage for pregnant women and 
children across all states at income levels 
two to three times higher than those that 
existed in the average state a mere 4 wars 
earlier. Figure 1 illustrates the status of 
states' income eligibilitv thresholds for 



pregnant women and children as of Jann- 
arv 1992. 

Legislative provisions in the various 
OBRAs opened new doors tor states 
through which financial access to health 
care could be extended to hundreds of 
thousands of families. However, by them- 
selves, these actions did nothing to address 
the broad range of issues and problems 
confronting publiclv funded perinatal 
programs which more directly prevent 
women from giving birth to healthier 
babies. The much more complex and dif- 
ficult challenges included: 

■ Making eligibilitv osteins more "'user 
friendl\\" so that large proportions of eli- 
gible women and children could be suc- 
cessfully enrolled in Medicaid: 

■ Overcoming the general public 's nega- 
tive impression of the Medicaid program, 
informing women and families of the im- 
poi lance of early and continuous prenatal 
care, and persuading them to come for- 
ward and apply for the new coverage: 

■ Confronting the severe shortage of ob- 
stetrical providers and working to recruit 
more providers into the svstem. so that 



Figure 1. State Medicaid Income Eligibility Levels for Pregnant Women and 
Infants, January 1992 
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women seeking prenatal c are could be as- 
sured of finding a caregiver: and 

■ Addressing the quality of care covered 
under Medicaid and developing strategics 
lo improve the scope, appropriateness, 
comprehensiveness, and continuity of per- 
inatal seiviies and service deliveiy systems. 

Fortunateh. a majoritv of states have 
not only expanded eligibility for pregnant 
women and children, but also used OBRA- 
H() as a catalyst for more comprehensive 
reforms aimed at resolving many of the 
problems outlined above. These efforts re- 
quired cooperation and collaboration 
among Medicaid. MCI 1. \V1( i. public assis- 
tance, and other programs working to im- 
pro\e the accessibility and effectiveness of 
public perinatal programs. 

Streamlining Eligibility for Medicaid 

The Medicaid eligibility s\ stem, itself, can 
present a significant barrier to access for 
pregnant women in the following wavs: 1 ~ 

■ The traditional welfare stigma attach' d 
to applying for public aid can discourage 
main women who might need or want 
prenatal care: 

■ Medic aid eligibility workers are typicalh 
located in couutv welfare offices, rather 
than at prenatal care prov ide! sites, which 
creates an ac cess hai rier because applying 
for the coverage invokes a second, sepa- 
rate trip to the welfare office; 

■ Medicaid application forms, which are 
often used to determine eligibility for 
AKDC and main other public programs, 
are frequent h complex and require* exten- 
sive verification of income and resources; 
and 

■ States generally use up to -\a davs to 
finalize their determinations of eligibility, 
causing a critical (V-wcek delav in coverage 
for pregnant women attempting to rccchc 
i arc- earh in pregnane \ . 

These factors combine to c reate a situ- 
ation wherebv mam women whoapph for 
assistance are denied bee ause thev do not 
"(oinph with procedural requirements." 
Federal AKDC- data have consistently 
shown that approximated f>0 r ? of all 
AKDC application denials result from 
women not keeping an appointment with 
an eiigibilih worker or not providing sul- 
fic ient documentation of earnings. citizen- 
ship, resources, and the like. 1 ' 

Since I<)K(>. manv slates ba\c begun to 
address these s\stem barriers, K.ac h of the 
strategies desc ribed below required that 



state Medic aid and AKDC agencies coop- 
erate closely in designing reforms that 
meet the dual objectives of facilitating and 
streamlining access to c are while preserv- 
ing the integrity of the screening process. 



The Medicaid eligibility system, itself, can 
present a significant barrier to access for 
pregnant women. 



Dropping Assets Restrictions 

Nearly cvciy state has elected to remove 
assets restrictions f rom its eligibility test for 
pregnant women and children as origi- 
nally allowed in OBRA-8b. By July 1991. -18 
states had determined that eliminating 
such limits would greatly simplify their ap- 
plication processes.- 0 

Allowing Continuous Eligibility 

State policies traditionally require AKDC 
(and thus Medicaid) recipients to recon- 
firm their eligibility status on a regular 
basis. Now, however, following a period 
of experimentation bv a number of 
states, all states are required to guaran- 
tee pregnant women continuous eligibil- 
ity throughout their pregnancies and a 
60-day postpartum period, regardless of 
fluctuations in income.-' 

Granting Presumptive Etigibility 
A third option contained in OBRA-86 per- 
mitted states to extend temporary, -l5-ria\ 
eligibility to pregnant women who appear 
to be eligible for Medicaid benefits. This 
presumptive eligibility provision permits 
certain providers of prenatal c are to per- 
form a simplified income test and. based 
on its results, grant short-term coverage- on 
I he* same da\ . Bv doing so. these- providers 
also guarantee for themselves Medicaid 
reimbursement for the services tlic\ len- 
der. Despite numerous complexities. 2i\ 
stales had. by |anuarv \991. elected to 
adopt the option. -- 

One drawback of presumptive eligibil- 
ity, however, is that it still requires women 
to make a second official contac t with the 
welfare agenc \ to gain full Medicaid eligi- 
ble status. This lias stimulated manv stales 
to develop alternative eligibility system re- 
forms that accomplish the- same tesults 
with fewer complexities. 

Outstationing Eligibility Workers 

Rather than permitting providers to grant 
short-te rm eligibility, main states have 
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opted to post their own eligibility workers 
at provider sites that render a high volume 
of prenatal care services.- 0 This strategy 
allows women to access the stale's eligibil- 
ity svstem directly at a provider site rather 
than at a county welfare office. OBRA-90 
mandated that all states outstation eligibil- 
ity workers in two particular provider set- 
tings; federally qualified health centers 
(essentially, C/MHCs) and hospitals that 
serve an especially high volume of Medi- 
caid recipients. 

Shortening Application Forms 

As of January 1992, 33 states had adopted 
shortened application forms for pregnant 
women Given the ability to exclude as- 
sets restrictions from eligibility considera- 
tions, many states now require only those 
pieces of information needed to deter- 
mine maternity-related eligibility. Shorter 
application forms possess several advan- 
tages: they arc more easily completed by 
applicants; they can be processed more 
swiftly by state agencies, thereby reducing 
wailing periods; and with le.ss information 
to verify, they reduce the chance that ap- 
plicants will be rejected for procedural 
reasons. In many states, short forms are so 
simple that stale welfare agencies leave 
blank forms in providers' offices. This al- 
lows women either to take the form home 
and complete the process by mail, or to 
receive assistance from a provider's ad- 
ministrative staff and complete the appli- 
cation in the caregiver's office. 

Vermont's initiative merits special at- 
tention. The state elected to expand eligi- 
bility for Medicaid to 185% of poverty and 
developed a one-page form that is used to 
determine income eligibility for both 
Medicaid and VVIC coverage. This model 
is being studied closely by many states and 
during 1991, Ohio had plans to imple- 
ment a similar form.- 0 

Expediting Maternity -related Applications 
Recognizing that the typically long delays 
inherent in existing eligibility systems 
jeopardize the timely initiation of prenatal 
care, 14 states had, by January 1 992, devel- 
oped policies that require eligibility agen- 
cies to process maternity-related 
applications more quickly than applica- 
tions made by other populations.-- As a 
result, turnaround times in these states 
range from 5 to 10 days. 

Table 1 illustrates which states ha\e 
adopted the strategies described above. 
Most states have combined several strate- 
gies for greater impact. For example, a 



state that outstations eligibility workers 
may equip those workers with a shortened 
form so that the intake of larger numbers 
of clients can take place during a health 
department's prenatal clinic hours. 

Designing More Effective Outreach 
and Public Education Campaigns 

In addition to revamping Medicaid eligi- 
bility procedures for pregnant women, 
many states have also implemented new 
outreach initiatives aimed at informing 
these women of the availability of the new 
coverage and of the importance of early 
and continuous prenatal care. These cam- 
paigns, coupled with eligibilin streamlin- 
ing strategies, arc intended to maximize 
client enrollment among the thousands of 
potentially eligible women who have been 
extended financial access to Medicaid. By 
combining the financing know-how of 
Medicaid agencies with the clinical exper- 
tise of Maternal and Child Health (MCH) 
programs, states have taken significant 
strides in developing more creative and 
effective outreach campaigns. 

Two major challenges inhibiting 
states' efforts to develop effective outreach 
programs have lven identifying an ongo- 
ing source of funding for the campaigns 
and selecting a strategy that is broad 
enough to spread its messages lo all preg- 
nant women yet targeted enough to reach 
that subset of the population which is most 
in need of assistance. In a development 
ih at addressed the first of these chal- 
lenges, the Health ('are Financing Ad- 
ministration stated in 1989 that outreach 
activities could be eligible for federal 
matching payments at the rate of f>0'? 
And while the second question may never 
be fullv resolved, the multifacetcd nature 
of state perinatal outreach efforts in recent 
years has attracted a high number of 
women into care. 

Making Effective Use of Mass Media 
Realizing that the traditional stigma at- 
tached to the receipt of welfare could dis- 
courage women from seeking Medicaid, 
many states have consciously dc eloped 
program materials with the intention of 
creating a new image for the program, 
rtili/ing softer, more positive images, 
bright colors, creative photogiaplu. 
graphic arts, and video, and employing 
friendlier themes like "Bain I .ovc" (North 
Carolina). "First Steps* (Washington), 
"Babv Your Babv" (I'tahh and "Beautiful 
Babies Right from the Start" (District ol 
Columbia), stale programs are attempting 
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TabJ# 1 . Stat* Strategies to Streamline the Medicaid Eligibility Process for Pregnant Women, 
January 1992 



Dropped Presumptive Shortened Expedited Mail-in Newborn 
Assets Test Eligibility Application Eligibility Eligibility Relenoi Fo rm 

stat#4 X ' X X X 

Alabama £ 'X x 

Alaska x ; x 

Arizona x X X ■ ' x 

Arkansas 1 
California 



Colorado 
Connecticut 
Delaware 
: DC 
Florida 


X 
X 

x 

X 
X 


X 
X 

X 

X 


X 
X 
X 


X 
X 


X 

X ' 


■ Georgia 
Hawaii 
Idaho 
', Illinois 
: Indiana 


X 
X 
X 
X* 

X . 


X 
X 
X 


X 
X 
X 
X 
X 


X X 

5 x 

; x ] 
1 


X 

x ; 


i lowa 
Kansas 
Kentucky 
Louisiana 
Maine 


X 
X 
X 
X 


X 

\ 

X 
X 


X" 

X 
X 


/. i 

X • 

X 


X 
X 


Maryland 

Massacnuseils 

Michigan 

Minnesota 

Mississippi 


X 
X 
X 
X 
X 


< 

X 


X 
X 
X 
X 
X 


X 
X 

< X 


X 
X 




Missouri 

Montana 

Nebraska 

Nevada 

New Hampshire 


X 
X 
X 
X 
X 


X 
X 
X 


X 


X 




New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 


x 

X 
X 
X 


X 
X 
X 
X 


X 
X 

X 


X 

X 

X 




Ohio 

Oklanomo 
Oregon 
Pennsylvania 
Rhode island 


X 
X 
X 
X 
X 


X 
X 


X 
X 


X X 
X 


X 
X 


South Carolina 
South Dakota 
Tennessee 
Texas 
'Jtah 


X 
X 
X 
X' 

X 


X 


X 
X 
X 
X 


x 

X 
X 


X 

x 


Vermont 

Virginia 

Washington 

West Virginia 

Wisconsin 

Wyoming 


X 
X 
X 
X 
X 
X 


X 


X 
X 
X 
X 
X 


X X 
X x 
X x 
X x 

X 


X 


Number of states 
adopting strategy 


48 


26 


33 


14 23 


14 


'Future implementation date 


Source: National Governors' Association. MCH Update: State Coverage of Pregnant Women and Children- 
January 1992. Washington, DC: National Governors' Association. January 1992. 



to dissociate themselves from their wel- listing the involvement of an N'BC affiliate 

fare history and alter the public's pcrcep- station in Sail Lake City in the design and 

tion of them. By doing so. they hope to implementation of a multimedia outreach 

attract many new clients. campaign. That station, seeing value in 

More states have taken steps to tap the establishing its identity as the one that 

broadcast media's creative and persuasive "cares about moms and kids," donated in- 

talents. Understanding the media's need kind support in the form of free air time, 

not onlv to make a profit and get high art work, materials design, and targeted 

audience ratings, but also to earn the pub- marketing in return for a relatively small 

lie's favor bv demonstrating concern financial fee. In the 3 years since the "Baby 

about social issues. I'tab's MCH and Medi- Your Babv" campaign was begun, the pro- 

caid programs initiated this trend bv en- gram achieved a 90% recognition rate 
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among the state's population, and state 
evaluation studies have documented its 
success in drawing women into care. 1 " 



Low provider fees, administrative and program- 
matic complexity, and problems with Medicaid 
recipients have been the principal explanations 
offered for poor provider participation. 



Providing Toll-free Hotlines 

As a component of their outreach efforts, 
nearly all states have incorporated toll-free 
hotlines. Displayed prominently on 
printed materials as well as in video and 
radio spots, hotlines provide women with 
an immediate source for information 
about where to applv for assistance, where 
to find prenatal care providers, and gen- 
eral advice and counsel in response to am 
questions they might have a^out preg- 
nancy. Hotlines have also played a key role 
in helping states assess the relative effec- 
tiveness of various outreach efforts — tele- 
phone operators can ask clients "Where 
did vou hear of this program?" — and in 
pinpointing which areas of the state seem 
to be exhibiting the most interest or great- 
est need, OBRA-89 mandated that all state 
MCH programs provide or support such 
telephone access for maternal and child 
populations because of its demonstrated 
effectiveness. Bv December 1990. 40 states 
had complied with this mandate.-' 1 

Supporting Case-finding Programs 

Many believe that mass media campaigns 
do not succeed well in reaching those 
women most in need — women in remote, 
rural areas, those living in extreme poverty 
in inner citv ghettos, or women suffering 
from serious problems such as drug or 
alcohol dependence. For such groups, 
more targeted, door-to-door case-finding 
projects have been employed in a limited 
number of states and communities. Using 
either time-limited foundation support or 
state program administrative dollars, these 
efforts have typically utilized indigenous 
community members and/or former 
welfare recipients to seek out peers in 
need of prenatal care. Data demonstrating 
these programs' successes or failures are 
ex t rem eh hard to come by: therefore, 
mam* observers question the cost-effective- 
ness of this extremely staff- and labor- 



intensive strategy 



Building Statewide Community Networks 

Building statewide community efforts is 
an intermediate strategy that may com- 
bine the best of both mass media cam- 
paigns and door-to-door efforts. Manv 
states have worked to develop a statewide 
network of community organizations to 
disseminate information on state services 
while also serving as a referral link 
between needv women in the community 
and Medicaid and MCH programs. North 
Carolina and Florida have conducted 
hundreds of orientations with organiza- 
tions such as churches. United Way agen- 
cies, community action programs, 
Healthv Mothers/Healthy Babies coali- 
tions, women's support groups, minority 
and vouth groups. Head Start programs, 
legal services groups, victims assistance 
programs and shelters, migrant councils, 
child care centers, and food banks thai 
have contact with low-income families. 1 ' 
States have distributed program informa- 
tion and materials widely and enlisted the 
cooperative assistance of these groups to 
act as referral points. 

Increasing Provider Participation 

Assuring adequate provider participation 
has been a genera! concern for Medicaid 
programs. As states have begun extending 
Medicaid coverage to thousands of newly 
eligible women, they have also confronted 
a severe shortage of obstetrical care 
providers. Given the confluence of these 
two trends, one may question what access 
has actually been provided to low-income 
pregnant women if they are unable to find 
a provider willing to serve them. 

Over the vears, low provider fees, ad- 
ministrative and programmatic complex- 
ity, and problems with Medicaid recipients 
have been the principal explanations of- 
fered for poor provider participation. To- 
day, the rising cost of malpractice 
insurance and the fear of malpractice suits 
are additionally cited as factors influenc- 
ing an obstetrician's decision about 
whether to accept Medicaid clients. A 1 988 
survey revealed that 89% of MCH pro- 
grams and 63% of Medicaid programs 
were experiencing significant problems in 
retaining adequate numbers of obstetrical 
providers in their svstems and, as a result, 
program administrators believed that 
access for pregnant women was being com- 
promised. 4 -^ In response to this trend, 
states have increasingly implemented 
multiple strategies both to recruit new 
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doctors and to retain existing physicians 
in the system. 

Raising Reimbursement 

Public programs like Medicaid have a long 
historv of paving providers at rates below 
those prevailing in the comnmnitv for nri- 
vate-pav patients. Data from the National 
Governors' Association for 36 states indi- 
cated that, in 1986, the median state Medi- 
caid program paid providers about 44% of 
the approximate community charge for 
total obstetrical care. To help offset this 
problem, nearly one half of the states 
raised obstetrical fees between 1987 and 
1989, some to levels comparable to or even 
higher than existing private insurance 
rates. ~> In addition, OBRA-89 required 
states to demonstrate that obstetrical and 
pediatric fees were sufficient to guarantee 
that services were available to Medicaid 
clients to the same extent that thev were 
available to the general population. A pro- 
vision that defies operational ization, this 
move has nonetheless succeeded in stimu- 
lating more states to raise obstetrical 
provider fees. Unfortunately, most ana- 
lysts and state program managers believe 
that fee increases, by themselves, will not 
significantly raise the rate (if obstetrician 
participation in Medicaid. Therefore, 
states are also pursuing additional strate- 
gies, such as those described below. 2fi 

Simplifying Billing Procedures 

An ongoing complaint among physicians 
is that the complexirv and inefficiencv of 
Medicaid claims submission and pavment 
procedures frequentlv create a real disin- 
centive to participate. To counter these 
complaints, nearly one fifth of the states 
have attempted to improve billing proce- 
dures. For example. California has insti- 
tuted a more efficient and logical claims 
editing system that provides for more 
prompt pavment. special training semi- 
nars for providers' staffs on how to fill out 
Medicaid claims properly, and a toll-free 
hotline for phvsicians to call when they 
have billing questions. 1 ^ 

Using Alternative Providers 

Given a shrinking pool of participating 
physicians, many states are attempting to 
expand their use of alternative providers 
such as certified nurse-midwivesand nurse 
practitioners in maternilv care programs. 
More than one half of the states have al* 
readv implemented such endeavors, 
either in Medicaid pavment policies or in 
staffing MCI I clinics.-*' 



Recruitment and Retention Strategies 

Manv states have attempted to build 
stronger links with medical societies to 
improve recruitment and retention of ob- 
stetrical providers. Some states have been 
more aggressive. In Minnesota. Title V 
grant monies have been used to hire 
nurses who travel around the state to in- 
form private obstetrical providers of the 
changes made to the Medicaid and MCH 
programs and to attempt to persuade 
them to participate. Arkansas has desig- 
nated personnel within the state Medicaid 
agency to act as provider liaisons who will 
respond to specific problems and situ- 
ations. Washington has developed a com- 
puter alert program that notifies the 
Medicaid agency when a provider drops 
out of the program, thereby giving the 
state an opportunity to contact the physi- 
cian and attempt to resolve whatever prol> 
lems caused him or her to quit. The same 
state is currently devising a svstem that will 
notifv Medicaid when physicians become 
licensed to practice, permitting the state 
to contact these providers and attempt to 
persuade them to enroll. Ohio and North 
Carolina have developed systems of peer 
recruitment whereby participating physi- 
cians approach their nonparticipating col- 
leagues and attempt to recruit them into 
Medicaid:-'" 



Today, the rising cost of malpractice insurance 
and the fear of malpractice suits are additionally 
cited as factors influencing an obstetrician's 
decision about whether to accept Medicaid clients. 



Addressing Malpractice Concerns 

A few states have attempted to address 
directlv the problems associated with 
malpractice liability and cost, In Florida 
and Virginia, no-fault liability coverage 
for newborn birth-related injuries pro- 
vides pavmcnts through a workers* com- 
pensation-tvpe system. Participation is 
voluntary for both phvsicians and hospi- 
tals, who pav f ees to support the compen- 
sation fund. Missouri adopted a program 
that uses the state's general liability fund 
for malpractice claims made against phy- 
sicians who contract with local health 
departments to serve indigent women.-* 
A program in Louisiana will pay up to 
SlOChOOL for any judgment made against 
a provider whose practice is made up of 
at least 10 r r indigent women. North 
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Figure 2. Status of Medicaid Enhanced Prenatal Benefit Programs by State, 
January 1992 




'Combines care coordination /case management services with elements of risk assessment, nutritional counseling, 
health education, counseling, home visiting, and subsidized transportation. Precise elements of packages vary 
slightly from state to state. 



Source: National Governors Association. MCH Update: State Coverage of Pregnant Women and Children— January 
1992. Washington, DC: National Governors' Association. January 1992. 

Carolina is using pubiic funds to subsi- 
dize directly a portion of the costs oi 
malpractice insurance premiums for ob- 
stetrical providers serving in rural areas 
under the Rural Obstetrical Access 
Program.- 0 

Unfortunately, verv few data are avail- 
able to evaluate the ability of anv of these 
efforts to increase provider participation 
in Medicaid.- 7 Until further evidence 
emerges demonstrating the relative ef- 
fectiveness of these strategies, the lack of 
provider participation will persist as per- 
haps the most complex and insoluble 
problem facing government perinatal 
programs. 

Enhancing the Scope, Quality, and 
Coordination of Prenatal Care 

Improving the health status of mothers 
and children by reducing rates of infant 
mortality and low birth weight also re- 
quires that attention be paid and re- 
forms be made to the content and quality 
of medical care. (See the Racine. Joyce, 
and Crossman paper in this journal 
issue.) An impressive bodv of literature 
(most recently the report produced bv 
the U.S. Public Health Segue s Expert 



Panel on the Content of Prenatal Care, 
1989)- 8 has suggested that prenatal care 
should combine nutritional, psychoso- 
cial, and educational services with rou- 
tine and specialized medical care. Most 
states have recognized the need to de- 
velop broader coverage of nonmedical 
psychosocial support services within the 
package of prenatal benefits. 

As illustrated in figure 2, the after- 
math of OBRA-86 has seen 38 states de- 
velop progressive programs of 
comprehensive prenatal care services. "** 
With Medicaid contributing financing 
strategies and MCH providing clinical 
guidance and protocols, these benefit 
packages represent the cutting edge of 
prenatal care and are already demon- 
strating their ability to have a positive 
impact on the birth outcomes of high- 
risk women. 

Reiving predominantly on optional 
authority contained in the Consolidated 
Budget Reconciliation >\ct of 1985 (CO- 
BRA), states typically have added a core 
of new services including care coordina- 
tion/case management, risk assessment, 
nutritional counseling, psychosocial 
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counseling, health education, hot e vis- 
iting, and transportation. 

Care Coordination 

Care coordination (or case management) 
is considered by many states as the most 
critical component oi" their enhanced 
packages. In 38 stales, it is the glue that 
holds the delivery system together. 1 -- 
These services typically consist of deter- 
mining the various needs of a client by 
assessing the risk factors she is experienc- 
ing; developing a plan of care to address 
those needs; coordinating referrals of the 
client to appropriate service providers 
identified by the plan of care; and moni- 
toring to ensure that those services are 
received, (-are coordinators also assist cli- 
ents with establishing Medicaid eligibility, 
perform outreach and community educa- 
tion, and assist families with arranging 
transportation.--' 

Risk Assessment 

In 38 states, risk assessments are used to 
help identify the various problems being 
experienced bv a client and to enable 
providers to plan for and organ i/.c the 
various sei vices she needs.-- Risk assess- 
ment can also be used to identify those 
women with the most pressing need for 
enhanced ( are. Most states consider mul- 
tiple medical and psychosocial risk factors 
in their assessment instruments and will 
reimburse providers for the performance 
of several risk assessments over the course 
of a pregnancy.-'* 0 

Nutritional Counseling 

Thirty states have added coverage of nutri- 
tional counseling and education to their 
list of Medicaid-rcimbursable services. 
State protocols generally highlight the re- 
lationship between proper nutrition and 
good health, special dietary needs during 
pregnancy, instructions for infant feeding 
(both breast and bottle), and guidanc e on 
weight gain and exercise. A lew states spec- 
ify interventions for women at special nu- 
tritional risk, such as those with gestational 
diabetes mellitus, gastrointestinal or renal 
disease, or metabolic problems. Most of 
the states that have added this hene'"t have 
also had to specify how best to coordinate 
enhanced nutritional services with those 
already being offered and financed under 
the WK' program. * 0 

Psychosocial Counseling 
Psychosocial counseling services, offered 
in '2 \ states, attempt to assist women with 
the numerous stresses that families face 



and that can adversely affect birth out- 
comes, such as inadequate income and/or 
housing, insufficient food, and unreliable 
transportation.-- Alcohol and/or drug 
use, physical abuse, depression, and other 
social and psychological problems are also 
treated in most of the 24 states through 
one-on-one counseling. ^° 

Health Education 

Childhearing women need to understand 
an enormous amount of information re- 
garding the physiology of pregnancy, 
healthy behaviors during pregnancy, the 
process of labor and delivery, and the fun- 
damentals of infant care and parenting 
skills. To provide such information, 30 
states have added health education serv- 
ices to their service list.— While the 
specific educational cur ricula vaiv, many 
states supplement teachings on these top- 
ics with additional guidance on other 
pregnancy-related issues. States employ 
both classroom and one-on-one teaching 
models.'*" 

Home Visiting 

Home visiting, a traditional component of 
American public health models in years 
past and an integral part of perinatal deliv- 
ery systems in many western European 
countries today, has been incorporated 
into 31 states' prenatal initiatives.-- The 
service, it is believed, allows providers 
(typically nurses or social workers) to as- 
sess patient needs better and to teach 
health behaviors more effectively by rneet- 
ingwith women in their" own environment. 
Some states use visiting programs to assist 
women dur ing the prenatal per iod, while 
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others also emphasize postpartum support 
of both mother and child, 3° 

Transportation 

A few states have tried to meet the trans- 
portation needs of pregnant women by 
having perinatal care coordinators ar- 
range transportation for women to and 
from their prenatal visits. A few states pro- 
vide direct financial assistance to clients to 
help them defray the costs of buses, taxis, 
and gasoline. 

Results of Early Evaluations of 
Perinatal Care Reforms 

At this time, politicians, policymakers, pro 
gram managers, and advocates ;mv all 
eager to know whether federal and state 
perinatal medical care reforms have im- 
proved the health status of mothers, in- 
fants, and children and increased 
pregnant women's use of prenatal care, 
Unfortunately, it is still too early to deter- 
mine the impact of the vast majority of 
initiatives that are under way. 

Main reasons exist for the current pau- 
city of both program data and evaluations. 
For example, complex program changes 
lake time to implement properly at the 
state and local levels and experience sig- 
nificant delays before accurate and mean- 
ingful descriptive data can be produced. 
Kven after bugs are worked out of new 
programs, the collection of sufficient data 
measuring changes in utilization or birth 
outcomes can take several years. The use 
of certain indicators, such as infant mor- 
tality, is inherently problematic both 
because infant deaths are statistically rare 
events and because of the lags that occur 
while annual statistics are compiled. Fi- 
nallv. the fact that data collection practices 
in the 30 states vary greatly in both ap- 
proach and qualilv makes it difficult to 
develop national indicators of impact, :i, -3-> 



Policymakers are eager to know whether 
federal and state perinatal medical care 
reforms have improved the health status 
of mothers, infants, and children. 



These factors combine to frustrate 
polio makci s who need to decide whether 
to expand or redirect efforts to improve 
maternal and < hild health. These individu- 
als are understandably looking for con- 



crete evidence that particular program 
strategies are either producing desired re- 
sults or failing to do so. 

Fortunately, this situation should im- 
prove in the very near future. Nearly 5 
vears have passed since the implementa- 
tion of the first Medicaid expansions for 
pregnant women and children. Both fed- 
eral and state agencies have begun either 
sponsoring or conducting program evalu- 
ations, and results from these efforts 
should emerge over the next several years. 
Two important evaluations have recently 
come to light that provide critical early 
insight into the effects of particular pro- 
gram initiatives. These evaluations are 
briefly summarized below. 

■ In the spring of 1991, the U.S. General 
Accounting Office (GAO) reported that 
states were experiencing earlv success in 
enrolling pregnant women into expanded 
Medicaid programs. Based on case studies 
in 10 states, the GAO study monitored 
changes in Medicaid enrollment after im- 
plementation of eligibility expansions and 
measured rates of increase against a pro- 
jected target estimate of potentially eligi- 
ble pregnant women in each state. Results 
indicate that between two thirds and three 
quarters of potentially eligible women en- 
rolled within 2 years of these states' pro- 
gram expansions — an encouraging rate 
given the past dismal performance of 
Medicaid programs in attracting newly eli- 
gible populations. While a direct correla- 
tion between positive enrollment rates 
and individual eligibility streamlining ef- 
forts was not measured, it was observed 
that states which had simultaneously im- 
plemented presumptive eligibility and 
dropped assets tests experienced the most 
rapid growth in enrollment.^ 

■ North Carolina has released a study illus- 
trating the positive impacts of its Bain 
Love maternity care coordination pro- 
gram. The program's effect on prenatal 
care utilization and birth outcomes was 
assessed by comparing pregnant Medicaid 
recipients who did and did not receive 
care coordination services. The state 
found that women on Medicaid who re- 
ceived maternity care coordination 
obtained more prenatal care, participated 
in WIG at higher rates, and received 
greater amounts of both postpartum care 
and well-child care for their infants. 
Women not receiving < are coordination 
were found to deliver low birth weight 
infants at a rate 2\9< higher than those 
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that did. Similar!), rates of wry low birth 
weight infants wort" iY2 c < higher, and rates 
of infant morialitv were 23?< higher for 
women nol receiving care coordination. 
The study also estimated that. f'»r each 
S1.00 the state spent on care coordination. 
S2.02 was saved in Medicaid newborn 
medical costs.*' 

The GAO and North Carolina studies 
provide polk) makers with valuable insight 
into the positive effects that can be derived 
from perinatal system reforms. One can 
only hope that similar evaluations will 
soon emerge to give policymakers further 
guidance for future action. 

Shifting the Focus to 
Children 

Since 1 98(). virtually all states have invested 
significant encrgvand resources in design- 
ing and implementing more effective pre- 
natal care programs. However, laws that 
expanded Medicaid coverage for poor 
mothers ww/ their children have not stimu- 
lated a commensurate level of activitv on 
behalf of children. By 1990. few states had 
addressed the question of how health care 
programs for children could be made 
more effective. 

H\ expanding children's eligibility for 
Medicaid to \XV< of poverty for children 
under age- f> and to 100'v of povertv for 
children between the ages of (> and 19, 
respective!). OBRA-89 and OBRA-90 
helped refocus attention on improving 
access for kids. OBRA-89 also asked states 
to make sweeping changes to their Medi- 
caid F.PSDT piograms. Theoretically. 
F.PSOT programs provide* comprehensive 
health care for eligible children bv com- 
bining screening for health problems with 
outreach, follow-up care, and case man- 
agement to ensure that problems identi- 
fied in screening visits are addressed. In 
practice. F.PSDT programs have been af L 
fecied bv main of the same problems that 
have reduced Medicaid's effectiveness. As 
a result. KPSDT services are used by only 
a minority of eligible children. : ^ The 
recent changes attempt to address some 
of these problems bv liberalizing polic ies 
relating to the provision of preventive 
health examinations, the partic ipation of 
pediatric providers, and the coverage of 
acute- and specially semccs. 

To determine the extent l<> which 
slates were undertaking initiatives to iin- 
prow the act cssihilitv and efficacvof child 



health programs, the National Governors' 
Association (XGA) surveyed state Medi- 
caid and MCH programs in the summer 
of 1990. Stud)- findings revealed a number 
of disturbing trends which indicate that 
progress in this area mav come about more 
slowly than did reforms in perinatal sys- 
icms. 1 - 1 These findings arc- sunnnari/ed 
below. 

Improving Children's Access to Care 

Improving low-income children's access to 
care involves more than expanding their 
eligibility for Medicaid. Families must be 
made aware of the availahilitv of cowragc 
and of the importance of well-child care: 
eligibility systems must be structured so 
that children can be enrolled in a simple 
and timely manner: and adequate* num- 
bers of pediatric providers need to partici- 
pate in Medicaid so that children will be 
able to obtain needed care. On each of 
these scores, however, the N'GA survcv 
found that states were sn uggling with the 
following persistent problems: 



EPSDT programs have been affected by many of 
the same problems that have reduced Medicaid's 
effectiveness. As a result, EPSDT services are 
used by only a minority of eligible children. 



■ States reported experienc ing significant 
difficulty in enrolling many of the childien 
who had bee n made eligible under OBRA- 
89 and OBRA-90. Establishing eligibility 
for newborns, guaranteeing continuous 
coverage for infants during their fust war 
of life, and particular requirements that 
make children's eligibility determinations 
more complex than those of their mothers 
were just some of the issues hindering 
enrollment. 

■ Outreach, marketing, and public inhu- 
mation campaigns speciftcallv targeting 
children's health issues were not found to 
be a common component of most states* 
Medicaid and MCI I program*. Instead, 
the majority of states were- still involved 
with developing and or managing cam- 
paigns aimed at inc reasing women 's use of 
prenatal care. 

■ Nearlv half the states indicated that the\ 
were beginning to experience ac cess prolv 
lenis related to pediatricians* increasing 
unwillingness to serve Medic aid children. 
Low fees, delayed pawncnts. and cumber- 
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some administrative/claims processes 
were identified as the leading reasons for 
nonparticipation. 

Cause for optimism could also be 
found in die NGA survey results, however. 
For example, more states were found to he 
either implementing or planning efforts 
to streamline eligibility systems for chil- 
dren. The strategies mentioned above that 
had proven effective for pregnant women 
were being tried in an effort to boost chil- 
dren's enrollment rates. Similarly, a hand- 
ful of states had begun to build upon 
successful prenatal care outreach cam- 
paigns by incorporating a new set of ma- 
terials and messages encouraging parents 
to seek out and obtain preventive care for 
their children. Finally, efforts to recruit 
pediatric providers were beginning to take 
shape in a small number of states. While 
not as significant a crisis as the shortage of 
obstetrical providers, declining pediatric 
participation has spurred states to begin 
raising fees, restructuring payment sys- 
tems and incentives, and attempting to 
improve relations with pediatric medical 
societies. (See the Perl off article in this 
journal issue for a discussion of the supply 
of pediatric providers.) 

Restructuring Service Delivery 
Systems for Children 

Devising a comprehensive svstem for 
meeting the health care needs of chil- 
dren — one thai is broad enough to pro- 
vide even child with preventive well-child 
sen ices, responsive enough to treat any. 
acute illnesses suffered by a child, and 
targeted enough to provide special serv- 
ices to those children with chronic health 
and/or developmental problems — is an 
incredibly complex task. Accordingly, the 
NGA survey found that states were strug- 
gling to enhance the quality and scope of 
children's sen ices. 19 Some of the difficul- 
ties they encountered were as follows: 

■ States' approaches to administering 
their EPSDT programs were found to van 
greatly, and this variation seemed to affect 
their success in providing Medicaid-cligi- 
ble children with EPSDT comprehensive 
screening examinations. While federal 
data show that only 39% of eligible chil- 
dren participate in EPSDT in the average 
state, participation rates range from as low 
as l v, ( in Delaware and Oklahoma to as 
high as 9(V# in Arizona. 

■ Manv states reported that large numbers 
of pediatricians continue to provide well- 
child care to Mediraid-eligiblc children 



outside the EPSDT system. This situation 
leaves states in a tenuous predicament: 
they have no way of knowing specifically 
what types and amounts of care are being 
provided, nor do they have any way of 
ensuring that child patients of these 
providers receive the comprehensive care 
required by the EPSDT program. Rule 
changes contained in OBRA-89 intended 
to broaden the number and types of 
providers eligible to participate in EPSDT 
have done little but confuse an already 
difficult situation, 

■ Children's access under Medicaid to 
acute, therapeutic, and chronic care sen- 
ices was judged to be inadequate by many 
states. To improve EPSDT's performance 
as a treatment program, OBRA-89 re- 
quired states to cover any and all services 
needed to treat conditions identified dur- 
ing an EPSDT screen, whether or not 
those services are covered by their state 
plans. While this move demanded that 
states broaden the scope of their programs 
to include many new* services for mentally 
ill and/or developmentally disabled 
children (such as inpatient psychiatric 
care and physical, occupational, and 
speech therapies), many states are still 
st niggling with how to implement this pro- 
vision and are concerned about its impact 
on program costs. 

■ Most states reported a serious lack of 
coordination between preventive, acute, 
and chronic care systems of care for chil- 
dren. These states had neither created for- 
mal administrative mechanisms nor 
designated particular providers of care to 
ensure that their systems operate in an 
integrated, coordinated manner. 

The NGA survey did identify many 
states that were creatively designing pro- 
grams and strategies to resolve these 
svstem problems. Slightly less than half of 
the states reported that their MCH pro- 
grams had contracted with the state Medi- 
caid agency to manage the EPSDT 
program, thereby removing most F.PSDT- 
rclatcd administrative responsibilities 
from the state and/or local welfare agen- 
cies. These states expressed a much higher 
level of satisfaction with the ability of their 
EPSDT programs to effectively inform 
families of program benefits, identify chil- 
dren's health care needs, Io< ate participat- 
ing providers, make appointments with 
providers, and follow up with each family 
to ensure that needed care was received. 
A growing number of stales were also de- 
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signing reimbursement incentives to en- 
courage pediatricians to participate in 
EPSDT rather than continue to render 
care outside that system. In addition, a 
small group of states have begun designing 
and implementing expanded packages of 
benefits for children, including the cover- 
age of far more comprehensive acute and 
chronic cart services. Finally, nearly half 
the states have adopted formal systems of 
case management under Medicaid. In 
most, children with special health care 
needs are targeted for this benefit. 

While state initiatives to improve the 
accessibility and effectiveness of children's 
health care systems are lagging consider- 
ably behind those involving prenatal care, 
creative efforts by a growing number of 
states give reason to be cautiously optimis- 
tic about the prospect of progress in the 
future- Given states* consistent assignment 
of priority to initiatives for pregnant 
women and children, this optimism exists 
even in spite of the growing fiscal pressures 
facing many state Medicaid programs. 

Conclusions 

At the outset of this article, several ques- 
tions were posed regarding the appropri- 
ate and potential roles of Medicaid and 
other government programs in sening 
mothers and children. While definitive an- 
swers to these questions may never be oI> 
taineel, certain indications have emerged 
from the past 5 years of activity. 

First, the issue of whether Medicaid was 
the appropriate program to expand has 
become almost irrelevant. While this pro- 
gram is not everyone's ctip of tea. Medi- 
caid constitutes the only entitlement 
program currently available through 
winch federal dollars can be funneled into 
state programs at such generous matching 
rates. Medicaid offered in 1986. and con- 
tinues to offer today, the most efficient 
available means of supporting expansions 
of coverage for poor and near-poor preg- 
nant women and children. 

Just as important is the fact that these 
Medicaid resources are available to direct 
service programs. In nearly every state, 
local health department clinics and com- 
munity health centers provide services to 
Mcdicaid-eligiblc pregnant women and 
children and, therefore, can bill that pro- 
gram for reimbursement. Since the Medi- 
caid expansions, many of these public 
providers have experienced significant dif- 
ficulty capturing Medicaid revenues given 
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their un familiarity with establishing and 
operating third-party billing systems. Yet, 
as these programs ad just t hei r way of doi 1 1 g 
business, the potential exists for tapping 
into increased financial support for the 
delivery of perinatal care and, in turn, for 
expanding the capacity of public health 
deliveiy systems. 

The fact that so many states have suc- 
cessfully btiilt ongoing, collaborative rela- 
tionships between their Medicaid and 
MCH programs lends further support to 
the notion that Medicaid expansions ni;.y 
very well work. By assisting Medicaid agen- 
cies with the design of enhanced prenatal 
care benefit packages and with the imple- 
mentation of these services largely 
through public delivers' systems, MCH pro- 
grams have had a significant impact on the 
scope and operations of their counterpart 
agencies and have helped assure them- 
selves of a sotirce of ongoing financial 
support. In North Carolina, where efforts 
on the part of Medicaid and MCH pro- 
gram officials to collaborate on system re- 
form have resulted in the implementation 
of a true model case management pro- 
gram, benefits are being experienced bv 
mothers in the f.wni of healthier infants. 



Perhaps the most insoluble problem still facing 
public systems of care remains the crisis in access 
that families confront when private obstetrical 
providers refuse to serve families covered by 
Medicaid. 



Efforts to streamline and simplifv the 
Medicaid eligibility process have helped to 
sever the traditional links between Medi- 
caid and the public welfare system. Fur- 
ther, bright, colorful, and positive public 
outreach campaigns have also lessened the 
program's welfare image in manv states. It 
appears that these efforts, taken together, 
are helping Medicaid become a more at- 
tractive program. Results from the (SAO 
study provide at least preliminary evidence 
that potentially eligible mothers-to-be aie 
coming forward to receive assistance. 

Perhaps the most insoluble problem 
still facing public systems of care remains 
the crisis in access that families confront 
when private obstetrical providers refuse 
to seive families covered b\ Medicaid. 
Throughout the countrv. the value of a 
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Medicaid card is clearly brought into 
question when so many physicians refuse 
to accept it as a form of payment. Fear 
of malpractice liability, dissatisfaction 
with levels of reimbursement and the 
inconvenience of claims payment proce- 
dures, the belief that Medicaid patients 
are n on com pliant and difficult to serve, 
and the undying perception that Medi- 
caid is an unresponsive, inflexible system 
with which to do business continue to 
dissuade many obstetricians from par- 
ticipating in the program. Until tangible 
progress can be made in addressing this 
critical provider shortage, the potential 
success of the Medicaid expansions will 
continue to be undermined. 



At this time, reasons abound for be- 
ing optimistic about the ability of fed- 
eral and state governments to finance 
and deliver high-quality prenatal and 
child health care services. Despite 
severe budget crises, infant mortality 
reduction remains a high public policy 
priority, and states continue to move 
forward with designing and implement- 
ing more effective systems of care. And 
while the health care access problems 
faced by mothers, children, and fami- 
lies are far from being solved, one can 
at least take heart in the progress that 
has occurred in recent years. 
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Abstract 

Data Iriiin twu nationally representative household surveys — (Ik- 1977 National 
Medical ( !arc Kxpcnditurc Survey (NMCES) and the- 1987 National Medical Kxpcn- 
dimrc Suiaca (NMKS) — arc used to examine changes in children's health insurance 
status over the past decade. The consequences of disparities in children's health 
insurance status for their use of health services in each of these years and over time 
is explored. The data demonstrate that children were more likelv to lack health 
insurance in KW7 than in 1977, that in both \ears children without insurance weie 
at a disadvantage in their use ol health services relative to their insured counterparts, 
and that over time, health semcc use by uninsured children declined relatise to that 
hv children with private or public cou rage. 

Because of the vulnerable health status of c hildren and the importance of children's 
health (are. the authors assess how the number of uninsured children might be 
affected h\ two hequcnth discussed polic\ alternatives: mandated employment-re- 
lated <ourage and incremental Medicaid expansions. They conclude that combin- 
ing an employer mandate with a Medicaid expansion for some children whose 
pat cuts arc ineligible l< wan employer mandate appears to have the greatest potential 
for u-ducing the number of uninsured children. 



In a 1991 report describing the welfare of children in the United 
States, members of the National Commission on Children observed 
thai "perhaps no set of issues moved members of the National 
Commission more than the wrenching consequences of poor health and 
limited access to care." 1 As has been well documented, the consequences 
of limited access to health care manifest themselves through a variety of 
child health problems at all stages of child development/ 2 Limited 
prenatal care increases the risk of low birth weight, premature births, and 
other adverse outcomes, all of which are associated with infant mortality 
or contribute to developmental disabilities. Because of poor access to 
preventive health services, fewer than 70% of white children and less than 
half of black children 1 to 4 years of age received immunizations against 
common childhood diseases (DPT, polio, measles, mumps, and rubella) 
in 1983. The proportion of 2-year-olds immunized has declined from 
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1980 levels and falls short of the goal established by the Surgeon General 
of the United States of immunizing 90% of all 2-year-old children by 
1990, 3 Finally, limited access to health care services by school-age and 
adolescent children may reduce the frequency of periodic health ass . -s- 
ments and, therefore, the ability of ^^^^^^^^^^^^^^^^^^^^^ 



parents and physicians to monitor _ , * m * . ^» ? » 

the physical growth, weight, and reducing the out-ofpocket costs of health care, 

nutrition of children; to screen for private and public health insurance coverage 

possible child abuse and neglect; to play a critical role in improving children's access 

detect learning disabilities and po- to health care services. 

tentially debilitating mental health 

problems; and to provide children 

with sex education and with education regarding drug and alcohol abuse. 
(See the article by Perrin, Guyer, and Lawrence in this journal issue.) 

By reducing the out-of-pocket costs of health care, private and 
public health insurance coverage play a critical role in improving 
children's access to health care services. Depending on the breadth and 
generosity of coverage, health insurance may enhance access both to 
preventive care and to services that address acute and chronic health 
problems. Consequently, concern over disparities in children's use of 
health services must necessarily focus on their health insurance status. 

In this paper, we use data from two nationally representative house- 
hold surveys, the 1977 National Medical Care Expenditure Survey 
(NMCES) and the 1987 National Medical Expenditure Survey (NMES), 
to examine changes in children's health insurance status over the past 
decade. We also explore the consequences of disparities in children's 
health insurance status for their use of health services in each of these 
years and examine how their use of health services has changed over 
time. NMCES and NMES are particularly well suited for this purpose 
because each survey contains detailed information about the health 
care use, expenditures, health insurance coverage, and demographic 
characteristics of the civilian noninstitutionalized population and 
because each survey has been designed to produce national estimates 
of health care use and expenditures,* 1 These data demonstrate that over 
this period children were more likely to lack health insurance in 1987 
than in 1977, that in both years children without insurance were at a 
disadvantage in their use of health services relative to their insured 
counterparts, and that over time, health service use by uninsured 
children declined relative to that of children with private or public 
coverage. 
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Children's Health 
Insurance Status: 1977 
and 1987 

In the acade between 1977 and 1987, the 
likelihood *.hat a child less than 18 years 
of age woi.ld be covered by private or 
public health insurance declined sharply. 
Estimates for the first quarter of 1977 and 
1987 indicate that the percent of unin- 
sured children increased by some 40% — 
from 12.7% to 17.8%— or 'by 3.1 million 
children. This increase in the number of 
uninsured children reflects the decline in 
the percentage covered by private, largely 
employment-related coverage, and the 
fact that fewer children in single-parent 
households were eligible for public insur- 
ance programs such as Medicaid. 

As we have discussed elsewhere/* these 
changes in children's health insurance 
status reflect a number of social, legislative, 
and economic influences over the past 2 
decades. In 1987. 25% of all children lived 
in single-parent households compared to 
17% in 1977. Their parents were far less 
likely to receive an offer of employment-re- 
lated health insurance than were the par- 
ents of children in two-parent households. 



Figure 1. Annual Health Insurance Status of 
Children, 1977 and 1987 
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Source. Agency for Health Care Policy and Research. 1977 National 
Medical Care Expenditure Survey - Household Survey: Agency for 
Health Care Policy and Research, 1987 National Medical Expenditure 
Survey - Household Survey 



In fact, 79.1% of children in two-parent 
households had parents who were offered 
employment-related coverage compared 
to 61.8% of those in single-parent house- 
holds. 5 During the early 1980s, public 
health insurance became far less accessible 
to children whose parents earned small 
amounts of income for at least two reasons: 
first, states failed to increase their income 
eligibility standards for Aid to Families with 
Dependent Children (AFDC) with the rate 
of inflation; second, the Omnibus Budget 
Reconciliation Act of 1981 (OBRA-1981) 
restricted Medicaid eligibility for children 
of working parents by limiting the gross 
income of such families applying for 
AFDC. 6 Subsequent expansions of Medi- 
caid, beginning with the Deficit Reduction 
Act (DEFRA) of 1984 and culminating with 
OBRA-1990, have either mandated or al- 
lowed states to restore or expand coverage 
to various groups of pregnant women and 
voung children. 7 (See the article by Hill in 
this journal issue.) 

The decline in the private health in- 
surance coverage of children between 
1977 and 1987 reflects the combined im- 
pact of increased out-of-pocket premium 
josts for family coverage, employee earn- 
ings and family incomes that have not 
kept pace with the rate of inflation, and 
changes in household composition and 
employment. During the early 1980s, Bu- 
reau of Labor Statistics data indicate that 
monthly employee contributions for 
family coverage (adjusted for inflation) 
rose by 31% (from $25 in 1981 to S37 per 
month in 1985) and that the proportion 
of covered employees required to contrib- 
ute to their family coverage increased 
from 51% in 1982 to 65% in 1986* Dur- 
ing this period, employee earnings (also 
adjusted for inflation) showed little or no 
growth. For example, between 1977 and 
1987 (the decade covered by our study), 
average weekly earnings (in 1977 dollars) 
for workers in private, nonagricultural in- 
dustries declined from Si 89 to $169. 
Although median family income (in 1989 
dollars) increased modestly from S32,758 
in 1977 to $33,805 in 1987, i.icome fluc- 
tuated considerably during this period as 
the economy entered and emerged from 
the 1981-1982 recession. 9 These factors 
have made it more difficult for families to 
afford health insurance coverage for all 
family members. The increasing likeli- 
hood that a child would reside in a single- 
parent household between 1977 and 1987 
also reduced the likelihood that a child 
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would be covered by private, employ- 
ment-related health insurance. 10 

Annual Estimates of Children's 
Health Insurance Status 

To further examine changes in children's 
health insurance status over this period 
and to relate this experience to changes in 
health care utilization, we present annual 
estimates of children's health insurance 
status in 1977 and 1987 (see figure I). 11 
Overall, the percentage of children in- 
sured throughout each year declined from 
82.5% in 1977 to 76.9% in 1987, once 
again reflecting the sharp decrease in all- 
year private coverage (from 71% to 63%). 
As a result, the likelihood that a child 
would lack health insurance at some time 
during the vear increased from 17.5% in 
1977 to 23% in 1987. 

The decline in private coverage af- 
fected children in all age groups and was 
modestly offset by a small increase in the 
percent of children covered by Medicaid 
and other public insurance throughout 
each year. Among the uninsured, the pro- 
portion covered only part of the year grew 
relative to the proportion uninsured all 
year so that in 1987 children were some- 
what more likely to have their health in- 
surance coverage interrupted or 
discontinued than in 1977. The decline in 
all-vear private coverage and the increase 
in the likelihood that a child would be 
uninsured part of the year affected chil- 
dren 6 to 1 2 years old somewhat more than 
other children. 

Health Insurance Status of Children 
by Selected Characteristics 

The health care coverage of children de- 
scribed in table 1 and in appendix table A I 
is directly related to the characteristics of 
the families in which they live. Family 
structure, income, and the employment 
status of parents are all critical factors in 
determining the type of coverage children 
will obtain as well as their risk of being 
uninsured. 

Data for 1987 presented in table 1 in- 
dicate that children in two-parent families, 
especially those families in which both par- 
en Ls are employed all year (45 weeks or 
more), have the highest rate of private 
coverage and are less likely to be unin- 
sured than children in other families. Al- 
most 90% of these children have private 
coverage, and fewer than 5% are unin- 
sured all year. These findings reflect the 
fact that, in households with two working 



parents, the likelihood that at least one 
parent will be offered employment-related 
health insurance coverage is increased as 
is the level of family income necessary to 
pay for the rising out-of-pocket costs of 
that coverage. By contrast, children in two- 
parent families with only one full-year 
working parent are less likely to have pri- 
vate health insurance and are twice as 
likely as those with two full-year working 
parents to be uninsured all or part year. 
Children in families in which both parents 
fail to work all year or to obtain employ- 
ment at all are even less likely to have 
private insurance and are more likely to 
be uninsured. More than 50% of children 
in families where parents worked only part 
of the year and 40% of children in families 
where neither parent worked lacked 
health insurance for all or part of 1987. 



The employment circumstances of single 
parents play a critical role in determining 
their children's health insurance status. 



A growing number of children are 
raised in single-parent families where the 
social and economic circumstances are 
quite different from those of two-parent 
families. Children in single-parent families 
have disproportionately higher rates of 
poverty because of the lower rates of labor 
force participation among single mothers, 
the lower wages for those who do work, 
and the unlikelihood of the presence of 
another working adult. However, it is im- 
portant to note that, as was true in two-par- 
ent households, the employment 
circumstances of single parents play a criti- 
cal role in determining their children's 
health insurance status. Children in sin- 
gle-parent households in which the parent 
is employed all year (see table 1 ) have rates 
of private coverage (70.8%) which match 
those of two-parent households with one 
full-year working parent (73.4%). More- 
over, the percentage of children unin- 
sured all or part of the yea r i n 
single-parent households in which the par- 
ent is employed all vear is not statistically 
different from that of two-parent house- 
holds with one full-year working parent. 
Children with single parents who fail to 
work all year or who are not employed 
have considerably lower rates of private 
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health insurance coverage. While Medi- 
caid provided an important buffer for 
these children who might otherwise be 
uninsured, the likelihood is still high that 
they will spend some time without health 
insurance coverage. This is especially true 
for children of single parents who work 
only part of the year. Forty percent of 
children in these families are uninsured 
all or part of the year. 

Family structure and parent's employ- 
ment are also strongly associated with 
family income, which itself is a critical fac- 
tor in the types of health care coverage 
available to children. For children in fami- 
lies with income below the poverty level, 
nearly 45% were without coverage for at 
least part of 1987, including nearly 25% 



who did not have coverage all year. In 
addition, less than one third of poor chil- 
dren had public coverage all year in 1987. 
Bv contrast, the vast majority of children 
from middle- and upper-income families 
had private insurance and were much less 
likely to spend any part of 1987 without 
coverage. 

Poverty is strongly correlated with 
many factors, including education and 
family size. (See appendix table AL) In 
general, the higher the educational at- 
tainment of the household head, the 
more likely the children were to have 
private insurance coverage and the less 
likely they were to be uninsured. In fact, 
rates of children's private coverage 
ranged from 25% where the head of 



Table 1. Health Insurance Status of Children by Selected Characteristics, 1987 



Insured All Year* 



Uninsured 



All 

Age of child 

0 to 5 years 
6 to 12 years 
13 to 17 years 

Family structure/parents* employment 

Two-parent households 

Both employed all year 

One employed all year 

One employed part year 

Neither parent employed 
Single-parent households 

Parent employed all year 

Parent employed part year 

Parent not employed 
Other families 
Missing 

Family Income in relationship to 
poverty** 

Poor 

Other low income 

Middle income 

High income 

•Private insurance category includes persons covered only by private insurance all year; public insurance category 
includes persons covered all year by public insurance or by a combination of public and private insurance. 



"Poor refers to families with income below the federal poverty line; other low income .between the poverty line and 
199% of poverty; middle income, between 200% and 399% of poverty; high income, 400% of poverty or more. 



1 

Population 
(thousands) j 


Private 


Public 


Part Year 


All Year 


I 63749 


63.0% 


13.9% 


12.4% 


10.6% 


1 

' 22,133 


59.3 


17.3 


14.1 


9.3 


j 23,863 


63.8 


13.4 


12.3 


10.5 


J 17,753 


66.7 


10.3 


10.5 


12.5 


16,469 


89.3 


1.6 


47 


4.4 \ 


20.591 


73.4 


4.5 


11.1 


n.i ! 


3,859 


30.1 


15.4 


33.7 


20.8 


j 738 


19.0 


41.2 


22.2 


17.6 


j 6,605 


70.8 


5.1 


11.3 


12.8 : 


" 3,799 


26.1 


33.3 


23.6 


17.0 ! 


; 5,374 


8.7 


69.0 


14.3 


8.o ; 


i 4,577 


56.4 


19.6 


13.7 


10.3 


1,737 


19.8 


33.4 


20.3 


26.5 


13,805 


22.9 


31.9 


21.8 


23.3 


i 12,983 


45.3 


21.5 


17.9 


15.3 j 


j 23,199 


80.4 


5.4 


8.9 


5.3 


13,762 


90.7 


3.0 


3.7 


2.6 ; 



Source: Agency for Health Care Policy and Research, 1987 National Medical Expenditure Survey. 
Questionnaire and Household Survey. 
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household had less than 7 years of 
education to over 90% in households 
where the head had 16 or more years of 
education. Higher educational attain- 
ment enhances employment prospects 
and leads to jobs with higher wages and 
more generous fringe benefits such as 
health insurance. 

Children in large families (six or 
more children) have a greater likelihood 
of being poor and uninsured (see appen- 
dix table Al) . More than 42% of children 
from large families were without health 
insurance for all or part of 1987 as com- 
pared with around 20% of children from 
small families (not more than two chil- 
dren). Lower rates of health insurance 
coverage for children in large families 
are associated with higher rates of 
poverty and, therefore, with greater dif- 
ficulty in paying the additional out-of- 
pocket costs of private family coverage. 

Access to and the Use of 
Health Services 

In this section, we explore how the dif- 
ferences in children's health insurance 
coverage described above are related to 
disparities in their access to and use of 
health care services. We begin by exam- 
ining the relationship between chil- 
dren's health insurance status and the 
presence of a usual source of medical 
care, one frequently used indicator of 
access to care. For those children with a 
usual source of care, we also examine the 
specific tvpe of provider according to the 
child's insurance status. Next, we exam- 
ine the relationship between health in- 
surance status and children's use of 
ambulatory medical care, prescription 
drugs, and dental care in both 1977 and 
1987. Changes in the use of these serv- 
ices over this period are also discussed. 
Unless otherwise indicated, all differ- 
ences discussed in the text are statisti- 
cally significant at the .05 level 
{two-tailed t-tesO. 

Usual Source of Care 

The presence of a usual source of medi- 
cal care is strongly correlated with ability 
to obtain access to health care services, 
level of service use, and satisfaction with 
care received. 12 It is also an important 
indicator of continuity of care, which can 
affect the qualitv of care through peri- 
odic review of the patient's adherence to 
a specific treatment regimen and the 



progress of such treatment. 12 In 1987, 
children lacking health insurance, espe- 
cially those uninsured throughout the 
year, were less likely to have a usual 
source of care than were those with pri- 
vate or public coverage (see table 2). 
Slightly more than 75% of children un- 
insured all year had a usual source of 
care compared to 90% of those with pri- 
vate or public coverage. Children with 
part-year insurance coverage were also 
more likely to have a usual source of care 
than the all-year uninsured. *3 

Regardless of insurance status* the 
percentage of children with a usual 
source of care declines with age, and 
disparities between insured and unin- 
sured children increase. In the critical 
early years, however, differences in the 
percent of children with a usual source 
of care are the smallest. Close to 90% of 
all-year and part-year uninsured chil- 
dren ages 0 to 5 have a usual source 
compared to 94% of privately insured 
children and 92% of those publicly in- 
sured, Thus, along this dimension of po- 
tential access to care, 12 inequities by 
insurance status are minimal. In con- 
trast, among the all-year uninsured, 
older children (especially adolescents) 
are far less likely than their insured coun- 
terparts to have a usual source of care. 

Although having a usual source of 
care is one indicator of access to health 
services, differences in the site of care 
can also affect access through the quality 
and coniinuitv of care received. For ex- 
ample, care obtained in a physician's of- 
fice is generally perceived as yielding 
greater continuity and satisfaction than 
care obtained in a hospital outpatient 
setting. 12 Among children with a usual 
source of care, site of care is related to 
insurance status. More than 90% of pri- 
vatelv insured children with a usual 
source of care have a physician's office 
as the source of care. In contrast, ap- 
proximately 75% of uninsured children 
and only 65% of publicly insured chil- 
dren have a physician's office as their 
usual source. The latter finding may re- 
flect the unwillingness of some physi- 
cians to accept patients covered bv 
Medicaid and other public programs, 
given low reimbursement levels relative 
to other insurers, more extensive paper- 
work, processing delays, and arbitrary 
claims denial. 14 As a result, publiclv in- 
sured children are far more likelv than 
those with private coverage to use hospi- 
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tal outpatient departments, emergency 
rooms, or other nonhospital facilities 
(such as health centers) regularly as sites 
of care. Finally, note that nearly 20% of 
children uninsured all year obtain care 
regularly from other nonhospital 
sources. For some of these children, this 
result may be a consequence of the un- 
willingness of hospitals to treat persons 
perceived as potential bad debts on 
either an inpatient or an outpatient basis. 

Use of Health Services 

Differences in children's health insurance 
status also have important consequences 
for their use of health services, both in 
terms of the likelihood that certain chil- 
dren will obtain particular medical services 
and also with regard to the actual level of 
care received. The re auonship between 
insurance status and u;e of health services 
is examined in iable .4 for all ambulatory 
medical care. Data for physician contacts, 
nonphysician contacts, prescription drug 
use, and dental care are presented in ap- 
pendix tables A2-A5. These tabulations de- 
scribe children's use of health services in 



1987 by insurance status and age and com- 
pare their use to that of a decade earlier. 
The data in these tables demonstrate that 
uninsured children are less likely to use 
these health care services, that these chil- 
dren frequently have lower levels of use 
when they do obtain care, and that the gap 
between the use of some of these services 
according to insurance status widened 
between 1977 and 1987.^ 

Ambulatory Health Car* Services 

Data for both 1977 and 1987 (table 3) 
reveal that children with private health 
insurance throughout 1987 were far 
more likely to obtain ambulatory health 
care services 16 than children uninsured 
all year. More than 80% of privately in- 
sured children in 1987 and 75% of these 
children in 1977 had at least one ambu- 
latory contact, compared to only 60% of 
the all-vear uninsured in each of these 
vears. Particularly striking disparities are 
also observed for children of specific age 
groups. More than 90% of children 5 
years of age or younger with private in- 
surance obtained ambulatory care com- 



Table 2. Children's Health Insurance Status and the Presence of a Usual Source 
of Care, 1987 



With Usual Source of Care 
Percent Distribution 



Insurance Status and Age 


Percent with Usual 
Source of Care 


Physician's Office 


Hospital Outpatient 

Department/ 
Emergency Room 


Other Nonhospital I 
Facilities* 

3 


Total 


88.8 


85.3 


57 


8.9 


Private insurance 


I 91.5 


93.0 


2.8 


4.2 t 


0 to 5 years 


! 94.0 


! 95.1 


2.4 


2.5 | 


6 to 12 years 


! 92.5 


93.2 


2.5 


i 


! 13to 17 years 


88.1 


; 90.8 


3.5 


5.7 j 


Public insurance 


I 89.7 


! 64.5 


14.4 


21.1 j 


0 to 5 years 


92.0 


64.1 


12.2 


23.6 


6 to 12 years 


i 90.0 


i 677 


13.8 


18.5 ! 


! 13 to 17 years 


86.3 


59.7 


18.4 


21.9 ; 


Uninsured, part year 


84.7 


75.3 


11.0 


13,7 ! 


0 to 5 years 


89.8 


81.6 


7.3 


11.1 ! 


6 to 12 years 


\ 82.5 


; 70.8 


13.0 


16.2 j 


13 to 17 years 


81.7 


73.3 


13.1 


13.6 


Uninsured, all year 


; 76.7 


74.3 


7.5 


18.3 


0 to 5 years 


88.7 


73.0 


7.9 


19.1 


6 to 1 2 years 


75.8 


; 73.2 


9.2 


17.6 ! 


1 3 to 17 years 


i 69.8 


! 76.6 


4.9 


18.4 ! 



•Other nonhospital facilities include health centers, company industrial clinics, school clinics, walk-in urgent care centers, 
and patient's home. 



Source: Agency tor Health Care Policy and Research. 1987 National Medical Expenditure Survey. 
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pared to only 75% of children uninsured 
all year. While 75% of children 6 years of 
age or older with private insurance ob- 
tained ambulatory care, a little more 
than half of those uninsured all year ob- 
tained such care. 

In 1987, privately insured children 
were also more likely to use ambulatory 
health services than were children with 
public insurance or those uninsured part 
year. Because in 1977 the differences 
among these groups were not statistically 
significant, the increase in the likelihood 
of ambulatory care use by privately in- 
sured children in 1987 represents a gain 
in access to such care relative to that 
obtained by publicly insured and part- 
year uninsured children. It also repre- 
sents an expansion of their advantage in 
access to ambulatory care over children 
uninsured all year. 

Privately insured children who used 
ambulatory care also had more ambula- 
tory contacts than the all-year uninsured: 
almost two more contacts in 1987 (5.7 
contacts to 4.0) and one more contact in 



1977 (5.0 to 3.8). These differences were 
also presentwhen specific age groups were 
compared. The number of ambulatory 
contacts by children with public insurance 
in 1987 and 1977 was comparable to that 
of children with private insurance (only 
the oldest children among the former 
group lost ground to children with private 
insurance) , while the number of ambula- 
tory contacts by children uninsured part 
year remained relatively constant in both 
years. Consequently, uninsured children 
also lost ground to privately and publicly 
insured children with regard to the num- 
ber of ambulatory contacts obtained. 

Physician and Nonphysician Contacts 

Similar patterns are revealed when ambu- 
latory care is disaggregated into physician 
and nonphysician contacts. 17 Privately in- 
sured children were far more likely than 
those uninsured all or part of the year to 
obtain a physician contact in both 1977 
and 1987 (see appendix table A2), with 
wide disparities observed for all age 
groups. Privately insured children were 
also more likely to obtain physician serv- 



Table 3. Children's Health Insurance Status and Use of Ambulatory Health 
Services, 1987 and 1977 





Percent with Ambulatory Care 


Average Number of j 
Ambulatory Care Contacts for i 
Those with Any Contacts 


Insurance Status and Age 


1987 


1977 


1967 


1977 


Total 


76.5 


74.7 


5.4 


4.9 


Privately insured 


80.4 


76.6 


5.7 


5.0 


0 to 5 years 


VI. 2 


87.0 


6.1 


5.9 


6 to 12 years 


74.9 


74.5 


5.5 


4.5 


13 to 17 years 


75.5 


71.2 


5.4 


4.7 


Publicly insured 


75.9 


73.3 


5.8 


4.9 


0 to 5 years 


84.3 


83.7 


6.2 


5.7 


6 to 12 years 


69.3 


67.9 


6.0 


4.1 


13 to 17 years 


69.8 


67.1 


4.6 


4.9 


Uninsured part year 


71.9 


74.9 


4.7 


4.7 


0 to 5 years 


79.0 


86.2 


5.5 


5.6 


6 to 12 years 


65.0 


70.0 


3.3 


3.9 


13 to 17 years 


51.3 


55.3 


i 35 


3.8 


Uninsured all year 


59.4 


60.9 


! 4.0 


3.8 


0 to 5 years 


76.7 


74.1 


| 4.8 


5.0 


6 to 12 years 


52.2 


56.2 


j 3.0 


3.2 


13 to 17 years 


51.3 


55.3 


3.5 


3.8 


Ambulatory health services include any physician or nonphysician contacts in any medical setting (except as an 
inpatient) Including office visits, telephone contacts, outpatient departments, emergency rooms, and home care visits. 



Source: Agency for Health Care Policy and Research 
Medical Care Expenditure Survey. 



1987 National Medical Expenditure Survey and 1977 National 
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ices in 1987 than in 1977, while the likeli- 
hood of a physician contact over this dec- 
ade remained the same for publicly 
insured children and those uninsured all 
year. While the number of physician con- 
tacts was roughly equivalent for privately 
insured children in both 1977 and 1987, 
the average number of contacts obtained 
by publicly insured and children unin- 
sured all or part year actually declined. 
This decline was concentrated among 
young children and was especially sharp 
for the part-year uninsured between 6 and 
12 years of age (from 3.5 contacts in 1977 
to 2.2 in 1987). 

Uninsured children were not able to 
compensate for their lower levels of ambu- 
latory physician care through an increase 
in the use of nonphysician services relative 
to that of insured children. Compared to 
children uninsured all year, those with pri- 
vate and public coverage were also more 
likely to use ambulatory nonphysician serv- 
ices in 1987 (see appendix table A3). 
These groups also experienced a statisti- 
cally significant increase in this likelihood 
from their 1977 levels, and increased the 
average number of nonphysician contacts 
between 1977 and 1987. In contrast, unin- 
sured children did not increase their prob- 
ability of using nonphysician care between 
1977 and 1987, and the average number 
of contacts by uninsured children in 1987 
was not statistically different from that ob- 
tained in 1977. 

Prescription Drugs 

Prescription drugs are a particularly im- 
portant aspect of children's access to 
health services because they are com- 
monly used to treat a variety of both acute 
childhood illnesses and chronic child 
health problems such as asthma and aller- 
gies. Therefore, it is particularly disturbing 
to find (see appendix table A4) that, com- 
pared to privately insured children in 
1987, children uninsured all or part of the 
year and those covered by public insur- 
ance use significantly fewer prescription 
drugs. Only 34% of children uninsured all 
year and 45% of those uninsured part year 
used prescription drugs in 1987 compared 
to 55% of all privately insured children. 
Children uninsured all year were also less 
likely to use prescription drugs than those 
uninsured part of the year or those with 
public coverage. Children with public in- 
surance were also less likely than those 
with private insurance to use prescription 
drugs, but their likelihood of use was no 



different from that of children uninsured 
part year. 

Among children who used prescrip- 
tion drugs in 1987, those with private or 
public health insurance averaged about 
one more prescription or refill than those 
uninsured all year (3.7 prescriptions com- 
pared to 2.7) . Among the uninsured, av- 
erage drug use actually declined between 
1977 and 1987 (from 3.5 to 2.7 prescrip- 
tions per year), with the largest decline 
occurring for children less than 6 years of 
age (4.0 prescriptions in 1977 compared 
to 2.9 in 1987). Because prescription 
drugs are generally obtained through 
consultation with a physician, the reduc- 
tion in prescription drug use by the unin- 
sured may be a reflection of the decline 
in their access to physician care over this 
time period. 

Dental Car* 

Dental care has increasingly been recog- 
nized as an important aspect of children's 
general health care. As with the other serv- 
ices reviewed in this section, disparities in 
the use of dental care appear correlated 
with children's health insurance status, 
particularly with regard to the likelihood 
of use. However, as we have noted ear- 
lier, 15 this correlation may reflect dispari- 
ties in family income between insured and 
uninsured children since dental benefits 
are not uniformly held in private health 
insurance plans. i8 In 1987, children cov- 
ered by private insurance were 2Vfc times 
as likely as those uninsured all year to 
obtain dental care (57.6% of the former 
compared to 21.6% of the latter). 
Although children with public coverage 
and those uninsured part year were more 
likely than the all-year uninsured to obtain 
dental services, the likelihood of use by the 
former groups also fell considerably below 
that of the privately insured. Moreover, 
while the percent of^rivately insured chil- 
dren using dental care increased between 
1977 and 1987 (from 51.7% to 57.6%), 
that of the all-year uninsured actually de- 
clined from 30.1% to just over 20%. The 
decline for children uninsured part year 
was not statistically significant. The per- 
centage of publicly insured and part-year 
uninsured children obtaining care stayed 
relatively constant. Among those using 
dental services, the average number of 
dental visits by privately insured children 
exceeded that of children wi'h public in- 
surance or those uninsured part year. Dif- 
ferences in the number of dental visits 
made by privately insured children and 
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those who were uninsured all year were 
not statistically significant. 

Use of Health Services for Particular 
Medical Events 

The tabulations presented above reveal a 
general pattern of limited access to and 
use of health care services by uninsured 
children compared to their insured coun- 
terparts. However, because insured and 
uninsured children may differ with regard 
to health status or health care needs, the 
differences reported above could over- 
state or understate the actual degree of 
disparity. Therefore, we examine chil- 
dren's use of health services for particular 
medical conditions including asthma, ear 
infections, well-child visits, and immuniza- 
tions. Although limited in scope, these 
analyses provide additional evidence that 
uninsured children are at a disadvantage 
compared to those with private and public 
health insurance. 

Children's use of physician services for 
asthma and ear infections (more than two 
in the past 12 months) are reported in 
figure 2 for children ages 17 and younger 
according to their insurance status. 19 Un- 
insured children with asthma and those 
with more than two ear infections were far 
less likely to obtain treatment from a phy- 
sician than were children with private or 
public coverage. Less than half of all unin- 
sured children with asthma (49%) saw a 
physician compared to 65% of those with 
private insurance and 70% with public cov- 
erage. Only two thirds of uninsured chil- 
dren whose parents' reported their having 
more than two ear infections in a 12-month 
period saw a physician for care compared 
to almost 90% of insured children. 

Well-child visits and immunizations for 
young children are basic components of 
preventive health care. 2 Thus it is also trou- 
blesome to note that, when these compo- 
nents of children's health care are 
considered according to their insurance 
status, service use differences simitar to 
those generally observed appear. Using 
1987 NMES data, Lefkowitz and Short20 
find that 0- to 2-year-olds uninsured all year 
are far more likely than those privately 
insured (all year or part of the year) to lack 
a well-child visit (35.8% of the former com- 
pared to only 20% of the latter). Lefkowitz 
and Short also compare rates of immuni- 
zation for young children (those turning 1 
or 2 vears old in 1987) with the rates rec- 
ommended by the American Academy of 
Pediatrics. Although more than 90% of all 



such children receive diphtheria, pertussis, 
and tetanus (DPT) immunizations and 
88% receive oral polio vaccinations, immu- 
nization rates for uninsured children still 
fall below those of the privately insured: 
95.1% of privately insured children receive 
DPT injections, and 90.1% receive oral po- 
lio immunizations compared to 84.9% and 
81.6% of the uninsured, respectively. 
While less than half of all these young chil- 
dren are immunized for measles, mumps, 
and rubella, rates of immunization for un- 
insured children are still below rates for 
privately insured children. 

Efforts to Expand 
Children's Health 
Insurance Coverage 

Our tabulations document a rise in the 
proportion of uninsured children 
between 1977 and 1987. We also find that 
uninsured children are far less likely to 
obtain ambulatory medical and other 
health care services than are children cov- 
ered by private or public insurance. More- 
over, our findings suggest that the 
disparities between insured and unin- 
sured children in the use of ambulatory 



Figure 2. Children's Health, Health insurance 
Status, and Use of Physician Services for 
Specific Conditions, 1987* 
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Household Survey 



L6S 



THE FUTURE OF CHILDREN - WINTER 1992 



health services (including physician and 
nonphysician ambulatory care), number 
of prescription drugs obtained, and the 
probability of obtaining dental services 
have widened over the past decade. 

Recognition of the vulnerable health 
status of children and the importance and 
cost-effectiveness of children's health care 
has been an important factor in building 
the political consensus necessary to expand 
access to health services for low-income 
children and pregnant women during the 
1980s. 14 (See the Hill article in this journal 
issue.) More recently, the OBRA-1990 has 
mandated that, by the year 2002, states 
provide Medicaid coverage to all children 
and pregnant women in families with in- 
come below poverty. With regard to private 
health insurance, numerous proposals 
have sought to expand such coverage, es- 
pecially through expanded employment- 
related coverage or tax credits to 
population groups that are unlikely to 
meet Medicaid eligibility standards. In 
what follows, we provide a brief assessment 
of how the two most frequently discussed 
policy alternatives — mandated employ- 
ment-related coverage and incremental 
Medicaid expansions — might affect the 
number of uninsured children. 

Mandated Employment-related 
Coverage 

Health insurance obtained through an 
employment arrangement remains the 
primary source of insurance for the major- 
ity of Americans. Some 75.4% of persons 
less than age 65 had such coverage in 
1987 21 Because the working uninsured 
and their dependents comprise more than 
three quarters of all uninsured persons, 
proposals to mandate employment-based 
coverage are a natural response to the 
problems associated with lack of coverage. 
Such a requirement, together with ex- 
panded public coverage for those without 
employment-related insurance, has been 
endorsed by a majority of members of the 
National Commission on Children and is 
an integral part of their proposal for a 
universal system of health insurance for all 
uninsured children through age 18 and all 
uninsured pregnant women. 2 ' 2 How effec- 
tive might an employer mandate be in 
reducing the number of uninsured chil- 
dren? Assuming that the mandate would 
cover employees who work at least 20 
hours per week, Monheit and Short 23 esti- 
mate that roughly two thirds of the 37 
million persons uninsured in the first 



quarter of 1987 would obtain coverage. Of 
these 24.3 million newly insured persons, 
30%, or about 7.1 million, would be chil- 
dren less than 18 years of age and would 
represent almost two thirds of all unin- 
sured children (63.6%). 

Such estimates are, however, very sen- 
sitive to whether the mandate includes 
small firms. (Estimates will also vary accord- 
ing to the data sets used and the time frame 
covered.) For example, if establishments of 
fewer than 10 employees are exempt from 
the mandate, Monheit and Short estimate 
that onlv 35% of all persons uninsured in 
the first quarter of 1987 (about 13 million 
persons) would be affected. Using data 
from the March 1990 Current Population 
Survey (CPS), Rodgers estimates that an 
employer mandate restricted to employees 
working at least 25 hours per week in Firms 
of more than 1 0 workers would affect some 
17 million persons, or 52.6% of uninsured 
persons. 2 " 1 Some 5 million children would 
be affected, representing 59% of the 8.5 
million uninsured children estimated for 
March 1990. 

Expanding Medicaid 

The remainingone third of uninsured chil- 
dren not affected by an employer mandate 
would include those whose parents are not 
employed, work fewer hours than would be 
required by the mandate, or work for small 
firms that might be exempt from an em- 
plover mandate. To the extent that such 
children are in families with income below 
the federal poverty line, many would have 
obtained Medicaid coverage under expan- 
sions of the program since 1987 or be eligi- 
ble for Medicaid under OBRA-1990 (which 
was effective as of July 1991 with full imple- 
mentation by the year 2002). 

Several analysts have estimated the im- 
pact of Medicaid expansions on uninsured 
children. Holahan and Zedlewski estimate 
that in 1989 expansions in Medicaid re- 
sulted in coverage of 72.5% of the 4.9 mil- 
lion poor children under age 5 and 64.7% 
of 9.6 million poor children between the 
ages of 6 and 17, 25 leaving 15.2% of the 
former and 20% of the latter uninsured 2< > 
Were Medicaid further expanded to cover 
all poor children (as in OBRA-1990), an 
additional 4.9 million children (lacking 
employer-provided insurance) would be 
covered. If eligibility were extended up to 
200% of poverty, 8.1 million children 
would be included. 2 " 

Rodgers has also simulated the effect of 
a Medicaid expansion which would include 
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all persons in families with incomes of less 
than 100% of poverty and would allow per- 
sons in families with incomes between 
100% and 200% of poverty to "buy in" to 
Medicaid on the basis of a sliding scale of 
contributions. This strategy would greatly 
expand the size of the Medicaid program 
(an estimated 39.9 million persons covered 
under the expanded program compared 
to 14.6 million without such an expansion) 
and would result in a dramatic decline in 
the number of uninsured persons (from 
33.4 million to 1 3. 1 million) . An expanded 
Medicaid program would also cover 74% 
of uninsured children, reducing the num- 
ber of uninsured children from 8.5 million 
to 2.3 million. 24 

Both Holahan and Zedlewski. and 
Rodgers caution that expanded Medicaid 
coverage will add greatly to federal and 
state spending burdens. Holahan and 
Zedlewski estimate that an additional SI 3 
billion in financing would be required to 
enroll persons lacking employment- 
related insurance in a Medicaid expansion. 
Were Medicaid extended to such persons 
with incomes up to 200% of" poverty, $28 
billion in additional financing would be 
required. Rodgers provides similar esti- 
mates with federal spending increasing by 
$16 billion and state expenditures by $12 
billion. 

In sum, either approach taken inde- 
pendent Iv will fail to cover all uninsured 
children. Estimates of the impact of an 



employer mandate suggest that, at best, 
upwards of 60% of uninsured children 
would be covered, while a Medicaid ex- 
pansion requiring coverage of all children 
below poverty and allowing a "buy in" for 
those in families with incomes between 
100% and 200% of poverty would cover 
some 73% of uninsured children. Impos- 
ing an employer mandate together with a 
Medicaid expansion that would include 
some children whose parents are ineligi- 
ble for the employer mandate would be 
far more successful. Rodgers estimates 
that such an approach would extend cov- 
erage to as many as 93% of uninsured 
children, Such a private-public partner- 
ship, as has been advocated by the Na- 
tional Commission on Children, would 
therefore appear to have much potential 
to reduce the number of uninsured chil- 
dren. Given the trends we have docu- 
mented above, the failure to take bold 
initiatives through the private and public 
sectors may cause uninsured children to 
continue losing ground to insured chil- 
dren, both in terms of their access to care 
and in terms of their use of essential and 
cost-effective health services. 

We wish to thank Doris C. Lejkowitz and 
Daniel C. Walden for their helpful comments 
during various stages of this analysis. Eugene 
Lezuit and Ted Joyce provided useful comments 
on an earlier draft. Yimin Nagan of Social and 
Scientific Systems, Bethesda, Maryland, pro- 
vided skillful computer programming supfiort. 
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Tab* Al . Health Insurance Statu* of Children by Selected Family Characteristics. 19B7 



insured ah Year" 



Uninsured 





Population 
(thousands) < 


Private 


Public 

1 


Part Year 


All Year 


1 . 

i Education of household h#od 












! 

! 6 years or less 


2.096 


25.4% 


25.8% 


23.0% 


25.8% 


7 to 9 years 


! 4.190 


36.5 


22.7 


17 1 


23.8 


10 to 12 years 


27.126 


59 7 


16.0 


13.0 


11.2 


13 to 15 years 


12.156 


74 4 


<?<? 


11.2 


4.6 


16 or more years 


11.904 


90.8 


2.0 


50 


2.3 


Number of chHdr*n in family 


| 










2 or fewer 


37.844 


67 5 


10.8 


11.8 


9.8 


3to5 


22.482 


602 


173 


127 


97 


i 

6 or more 


3423 


31 7 


26.0 


16.8 


255 



'Private insurance category includes persons covered only by private insurance all year; public insurance category includes 
persons covered all year by public insurance or by a combination of public and private Insurance. 



Source: Agency for Health Care Policy and Research. 198' ' National Medical Expenditure Survey. Child Health Questionnaire and Household 
Survey 
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Tabto A2. ChUdrwi't HexHth Insurance Status and U»# cf Ambulatory Physfctaro S#rvic#*, 1987 and 1977 



Insurance Status and Age 


Percent with Physician Contact 


Average Number of Physician Contacts 
per User 




1967 


1977 


1967 


1977 


Total 


73,1 


71.1 


4,0 


4.3 


Privately insured 


77.3 


72.9 


4.3 


4.4 


0 to 5 years 


669 


84.6 


5.2 


5.3 


6 to 12 years 


71.3 


70,8 


3.7 


3.9 


13 to 1 7 years 


72.3 


66.5 


3.8 


4.0 


PubUcty insured 


72.6 


70,3 


4.1 


4.5 


0 to 5 years 


80.2 


81,8 


4.5 


5.2 


6 to 12 years 


67,3 


64.1 


3.7 


38 


13 to 17 years 


66,1 


63,6 


3.6 


4.2 


Uninsured, part year 


68,5 


71,4 


3.4 


4.2 


0 to 5 years 


76.4 


84,3 


42 


4.9 


6 to 12 years 


61.3 


65.9 


2.2 


3,5 


13 to 17 years 


66.6 


60.9 


3.6 


3.6 


Uninsured, aN year 


54.0 


57,0 


3.0 


3.6 


0 to 5 years 


718 


71.6 


3.7 


4.6 


6 to 12 years 


46,7 


50,3 


2.4 


2.9 


13 to 17 years 


45.5 


52.3 


2,8 


3.3 


Ambulatory physician services include any physician contacts in any medical setting (except as an inpatient) including office 
contacts, outpatient departments, emergency rooms, and home care visits. 



Source: Agency for Health Care Policy and Research. 1987 National Medical Expenditure Survey and 1977 National Medical Care 
Expenditure Survey. 



Table) A3. Children's Hearth Insurance Status and Us* of Ambulatory Nonphysfckm Service*, 1967 and 1977 


insurance Status and Age 


Percent with Nonphysician Contact 


Average Number of Nonphysician 






Contacts per User 






1987 


1977 


/1907 


1977 


j Total 


23.2 


19.3 


5.1 


3.0 


! Privately insured 


24.4 


20.0 


5.1 


3.1 


0 to 5 years 


27,1 


21.7 


32 


2.7 


6 to 12 years 


21.9 


18.8 


6.8 


3.1 


13 to 17 years 


24.5 


19.9 


5.5 


3.4 


Puberty insured 


23,5 


17.9 


6.2 


2.6 


0 to 5 years 


30,4 


19.4 


5.3 


2.5 


6 to 12 years 


19.2 


16.7 


8.9 


2.2 


13 to 17 years 


167 


17.6 






Uninsured, part year 


20,9 


19 7 


5.0 


3.0 


0 to 5 years 


25,8 


23.8 






6 to 1 2 years 


16.1 


17.3 






13 to 17 years 


20.2 


17.3 






Uninsured. aN year 


18.4 


149 


3.5 


2.5 


0 to 5 years 


28.3 


187 






6 to 12 years 


134 


14.1 






13 to 17 years 


14.9 


12.6 






Ambulatory nonphysician services include contacts with nonphysician providers in an office or clinic, hospital outpatient 


department (but not in an emergency room or as an inpatient), by telephone, or at home. 




means that the cell size was too small ta produce reliable estimates. 



Source: Agency for Health Care Policy and Research. 1987 National Medical Expenditure Survey and 1977 National Medical Care 
Expenditure Survey. 
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Table A4. Children's Health Insurance Status and Use of Prescription Drugs, 1987 and 1977 



Insurance Status and Age 


reicvni usmy rivaviiHiivn wiwy« 








1967 


1977 


1987 


1977 j 


Total 


50.9 


50.7 


3.6 


3.8 


1 Privately insured 




56.1 


52.6 


3.7 


3.9 


! 0 to 5 years 




67.6 


68.0 


3.9 


4.5 


j 6 to 12 years 




51.6 


51.7 


3.5 


3.7 


i 

] 13 to 17 years 




45.7 


42.1 


3.8 


3.5 


j PubUcly insured 




49.6 


487 


3.5 


3.5 


! 0 to 5 years 




55.6 


60.8 


3.7 


2.7 


i 6 to 12 years 




46.3 


43.5 


3.3 


3.3 


i 

i 13 to 17 years 




42.9 


40.0 


3.5 


3.1 


Uninsured, part year 




45.2 


49.8 


3.2 


3.6 


0 to 5 years 




56.9 


65.8 


3.4 


4.0 


| 6 to 12 years 




36.3 


44.7 


2.5 


3.2 


13 to 17 years 




! 39.8 


34.5 


3.9 


3.2 


Uninsured, aM year 




, 34.4 


38.6 


27 


3.5 ; 


0 to 5 years 




48.4 


53.2 


2.9 


4.0 


6 to 12 years 


! 28.1 

] 


34.8 


2.3 


3.3 


13 to 17 years 




1 28.4 


31.0 


2.9 


3.0 



Source: Agency tor Health Care Policy and Research. 1987 National Medical Expenditure Survey and 1977 National Medical Care 
Expenditure Survey. 



Table A5. Children's Health Insurance Status and Use of Dental Services, 1987 and 1977 



Insurance Status and Age 


Percent Using Dental Care 


| Average Number of Visits per User 


1 

— i 


1957 


1977 


| 1987 

i 


1977 


Total ! 


47.1 


46.7 


3.0 


£ 1 


Privately insured 


57.6 


517 


3.2 


3.5 | 


3 to 5 years 


43.0 


27.7 


1 7 


2.1 | 


6 to 12 years 


62.8 


56.1 


2.8 


2.8 


13 to 17 years 


59 1 


56.6 


43 


4 6 


Publicly insured 


36,9 


34.8 


2.3 


3.0 


3 to 5 years 


34.3 


21.5 


2.1 


i 


6 to 1 2 years 


39.7 


39,4 


2.4 


2.8 


1 3 to 1 7 years 


34.6 


36.5 


2.3 


3.5 


Uninsured, part year 


31.1 


36.3 


24 


2.9 


3 to 5 years 


18.0 


175 






6 to 12 years 


38.4 


40.3 


2.3 


» 


13 to 17 years 


31.9 


43.4 




3.3 


Uninsured, all y«ar 


j 21.6 


30 1 


2.6 


3.2 


3 to 5 years 


| 18.5 


15.7 






6 to 12 years 




36.1 


23 


2.9 


13 to 17 years 


18.8 


29.6 




3.6 



-.- means that the cell size was too small to p r oduce reliable estima. s. 



Source: Agency for Health Care Policy and Research. 1987 National Medical Expenditure Survey and 1977 National Medical Care 
Expenditure Survey 
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cost shif ting because of uncompensated care and low Medicaid reimbursements reduce 
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Nonfinancial Barriers 
to the Receipt 
of Medical Care 

Lorraine V. Kierman 

Abstract 

Much has been written about financial barriers to health care, but nonfinancial 
barriers also increase the risk of inadequate health care, Nonfinancial barriers — 
including legal restrictions, geographic isolation and prouder shortages, prouder 
practices and policies, and personal attributes and circumstances — can prevent 
individuals from obtaining care. Children, adolescents, and women needing family 
planning or obstetric services arc especially vulnerable to these barriers regardless 
of their ability to purchase care at prevailing market prices. Where individuals face 
a combination of financial and nonfinancial barriers, access can be severely limited. 

The author discusses ways to reduce nonfinancial barriers, including modifying laws 
and regulations, encouraging providers to locate in underserved areas, making 
providers more user-friendly, offering specialized services for specified populations, 
increasing patients' information regarding health care services and health mainte- 
nance, changing beliefs and attitudes, and establishing special approaches to care 
for adolescents. Most nonfinancial harriers can and should be addressed i mined i- 
atelv without wailing for total reform of the national health care financing system 
because they will contribute to the likelihood of inadequate health care even if 
financial barriers are reduced. 



Recent discussions of the problems Americans face in obtaining 
medical care have focused c n financial barriers, particularly the 
absence of health insurance , But studies of medical care utiliza- 
tion suggest that nonfinancial barriers also make it difficult for individu- 
als — especially children, adolescents, and women needing family 
planning or obstetric services — to obtain care. Therefore, failure to make 
provisions for lowering these nonfinancial barriers will lessen the impact 
of health programs on these very vulnerable populations. 1 



Measurement 

This review will define nonfinancial barri- 
ers as legal, geographic, instit Jtional, or 
personal factors that make it difficult for 
children and for women with reproductive 
health needs to receive medical care 



regardless of their ability to purchase such 
care at prevailing market prices. Nonfi- 
nancial barriers may hinder care-seeking 
among populations that have adequate re- 
sources to purchase care, as well as among 
those that face financial barriers. For the 
uninsured and inadequately insured par- 
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ticularly, nonfinancial barriers increase 
the risk of inadequate heal ill care. As one 
studv of prenatal care noted, "multiple 
noneeonomic barriers remain after eco- 
nomic harriers are reduced. In other 
words, removal of financial barriers is nec- 
essary, but not sufficient to ensure ade- 
quate prenatal care participation among 
1 < >\v-i n C( >i n c worn e n. **- 

Direct Measurement of Nonfinancial 
Barriers 

Researchers nieasn these nonfinancial 
harriers both directly and indirectly. The 
direct method is to ask individuals what 
thev perceive as harrieis or. alternatively, 
whv they do not seek care for themselves 
or for their children. Researchers can ask 
open-ended questions or they can provide 
a list and ask respondents to choose all of 
the barriers that seem relevant to them or 
to rank the listed barriers by their impor- 
tance. Those who seek care appropriately 
should be questioned as well as (hose who 
do not. in order to better identify factors 
which are harrieis only for those who do 
not obtain adequate care. 



Removal of financial barriers 
is necessary, but not sufficient 
to ensure adequate prenatal 
care participation among low- 
income women. 



An example of this approach is the 1DSS 
Institute of Medicine (IOM) report on pre- 
natal care which concluded that financial 
barriers. inducing inadequate or nonex- 
istent insurance and limited personal 
fimds. were the most important obstacles 
faced bv women who received insufficient 
care.* Other problems reported bv large 
percentages of this group of women were 
transportation problems, undcrvaluatic >n 
of prenatal care, lack of awareness of preg- 
nancy, and institutional impediments. For 
women who obtained no prenatal care, 
financial barriers were again the most cited 
factor followed b\ lowvaluatinn of prenatal 
care. Three studies of adolescents" views of 
prenatal care revealed similar obstacles, 
but adolescents were nunc likelv to men- 
tion fear, shame, anihhalence. and denial 
as barriers* 

Anothet \\a\ of obtaining informa- 
tion about banters to care is through 
focus groups. These are small groups as- 



sembled to discuss issues under the guid- 
ance of a trained leader. Focus groups 
are an excellent method for obtaining 
insights into possible problems and can 
generate questions for large-scale, hy- 
pothesis-testing studies. 

Unfortunately, these direct approaches 
mav not elicit a complete list of the barriers 
to care. Respondents may be unwilling to 
mention the most important harrieis. the 
list offered may not include the most im- 
portant barriers, or respondents ma\ con- 
sider only a limited range of possibilities. 

Indirect Measurement of 
Nonfinancial Barriers 

In addition to asking directly about barri- 
ers, researchers can measure barriers indi- 
rectly by making inferences based on 
observation of heha\ior. One indirect 
approach is to compare the characteristics 
of those who use a service with the charac- 
teristics of those who do not. or to compare 
the characteristics of those who use a sen- 
ice more or less adequately, vmd deduce 
that the differences between the groups 
represent barriers. For example, if preg- 
nant women in a county with a practicing 
obstetrician are more likelv to receive pre- 
natal care carlv than women in counties 
without one. then the absence of a practic- 
ing obstetrician is presumed to he a barrier 
to prenatal ( are. A similar method i> to 
examine utilization of services before and 
after changes in financial or nonfinancial 
polic ies. If not done careful!), such inter- 
group comparison may rely on invalid as- 
sumptions, for example, that the users and 
nonusers are similar in respect to all other 
relevant \ariables or that no other impor- 
tant factors have changed. 

Institutional studies are another indi- 
rect method used to measure nonfinancial 
harriei s to the acc ess of health care. These 
studies include examination of the geo- 
graphic distribution of providers to deter- 
mine the availability of health care serv ices 
in specific geographic areas. There* are also 
surveys of provider practices and or poli- 
cies. Studies that actualh observe institu- 
tional practice's and procedures or the 
activities of individual practitioners can re- 
veal areas in an institution that create non- 
financial barriers to care. Hut to use the 
findings of these institutional studies, it 
mav be ncccssarv to make seveial assump- 
tions about the* relationship between what 
is observed and the- care-seeking bebavioi 
of potential patients. 
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Examples of studies that questioned 
providers to assess barriers to medical care 
include the 1987 survey by the American 
C a >llegc ( >f ObskM ricians and (»\ net ologists 
(A(!OC.). A( XKi asked its members to rank 
1 1 possible reasons that might prevent 
women in their communities From receiv- 
ing adequate' prenatal care. The reasons 
listed as most important by over a third of 
the respondents were: pregnant women 
can no5 pay for prenatal care (no insurance 
or Medicaid); pregnant women do not 
think prenatal care is necessary; and preg- 
nant women have difficulties with transpc ir- 
tation.Un c ontrast, in theearlv 1980s, local 
phvsicians in one New Mexico county in- 
formally suggested that lack of motivation 
or education, rather than financial prolv 
lems. were the barriers to care in their 
conununitv. When women who received 
little or no care were survc\ed, they men- 
tioned financial bin t iers most often. Actual 
changes in provider policies, development 
of prenatal clinics, and supplementary 
f unding improved prenatal care use.-' The 
New Mexico experience highlights the im- 
portance of addressing access problems 
from the perspective of the patients as well 
as from the perspective of the pro\iders. 

A Description of 
NonSinancial Barriers 

Four tvpes of nonflnanctal bat tiers to 
medical care lot children and foi women 
with reproductive needs will be reviewed; 



I 
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legal, geographic, institutional, and per- 
sonal. Some of these barrk rs a.e probably 
moie important than others; and some, 
although formidable, nuv be overcome by 
those wkh sufficient financial, educa- 
tional, or psychological resources. 

Legal Restrictions 

Manv federal and state laws and regulations 
create barriers to medical care. Perhaps the 
most publicized are the legal restrictions 
related to abortion. Although abortion 
remains legal under the Supreme I .nun's 
Rot' v. Wade decision, the Rn\t v. Sullhwn 
decision prohibits clinicians in federally 
financed facilities from discussing the alxir- 
tion option. Failure to discuss this option 
can create an obstacle to care. Similar ob- 
stacles are created by state laws requiring 
parental consent or a judicial bypass before 
a minor can secure an abortion.' 1 Slates also 
make obtaining abc >rtions mot e difficult by 
imposing wailing periods and requiting 
counseling sessions. 

Sonic laws may deter women from 
seeking prenatal care. Examples arc- laws 
that require substance-abusing pregnant 
women to be reported to child protective 
agencies or thai pressure unmarried 
women to reveal the identity of their in- 
fants' fathers to meet child support 
enforcement guidelines." Feat of deporta- 
tion nia\ cause undocumented aliens to 
forgo their own care or that of their chil- 
dren. Regulations requiring frequent re- 
(crtifieatinn for programs suc h as 
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Medicaid and the Special Supplemental 
Food Program for Women, Infants, and 
Children (WIC) impose impediments to 
obtaining these benefits. 

Geographic Problems 

Geographic barriers include those that are 
caused by inadequate numbers of provid- 
ers relative to the population in a specific 
area and those that result from large dis- 
tances between patients and providers in 
rural or nonmetropolitan areas. In addi- 
tion, certain residential situations, such as 
homelessness, might be considered to cre- 
ate geographic barriers. 

Provider Shortages 

Despite the absolute numbers of obstetri- 
cians, pediatricians, and family/general 
practitioners in this country, many chil- 
dren and pregnant women are faced with 
a shortage of providers in the areas in 
which they live because these health care 
providers are not distributed evenly in re- 
lation to the population needing their 
services. This maldistribution is charac- 
terized by a high concentration of physi- 
cians in metropolitan counties and a 
scarcity or absence of practitioners in 
main rural areas. In addition, within met- 
ropolitan areas, providers in private prac- 
tice tend to concentrate in higher-income 
neighborhoods. This may impose a travel 
burden on substantial populations of 
women and children in rural areas and in 
poorer neighborhoods. (See the article by 
PcrlofY in this journal issue.) 

Nonmetropolitan Areas 

In 1990, approximately 23% of the popu- 
lation, or 56 million people, lived in non- 
metropolitan counties. In these areas, 
specialty care such as high-risk obstetrics 
and care for the handicapped child may 
require traveling long distances. More- 
•u.yex^peciaiists may not be accessible by 
public transportation, so that automobile 
ownership or the ability to borrow a vehi- 
cle is essential. While those who live in 
cities may also find inadequate public 
transportation a barrier, travel-related 
problems are most frequently associated 
with rural areas. According to federal sur- 
veys, children in nonmetropolitan areas 
are less likely to see a physician, and preg- 
nant women in such areas are less likely to 
initiate care in the first trimester than 
those in metropolitan areas.*--* 

Between 1980 and 1988, 200 rural hos- 
pitals closed, a higher rate of closure than 
among nonrural hospitals. The closing of 



rural hospitals and of obstetric units 
within rural hospitals may have had an 
adverse effect not only on access, but also 
on pregnancy outcomes. For example, 
one study found that women who lived in 
communities with relatively few obstetric- 
providers in relation to the number of 
births were less likely to deliver in a local 
community hospital than were those who 



Children in nonmetropolitan areas are 
less likely to see a physician, and preg- 
nant women in such areas are less likely 
to initiate care in the first trimester than 
those in metropolitan areas. 



lived in communities with a higher ratio. 
In addition, women from "high-outflow" 
communities had a higher proportion of 
complicated and premature births and 
remained in the hospital longer. 10 Some 
analysts, however, believe that rural hos- 
pital closings do not invariably affect 
access because other hospitals are within 
casv traveling distance,' 1 and women's 
use of the closed units may have already 
declined before they closed. l - 

In recent vears there has been a 
marked reduction in the number of family 
planning clinics and abortion providers in 
nonmetropolitan areas. In 1988, 93% of 
nonmetropolitan counties had no abor- 
tion provider. 13 The Alan Guttmachcr In- 
stitute also estimated that in 1988, 27% of 
nonhospital abortion patients traveled at 
least 50 miles from their homes to reach a 
clinic; 18%, 30 to 100 miles; and 99f , more 
than 100 miles. U 

It is difficult to attribute the higher 
rates of mortality and morbidity among 
rural as compared 1 to urban children in 
areas such as postneonatal mortality, inju- 
ries, and acute conditions entirelv to geo- 
graphic barriers and the related delays in 
securing medical care quickly. Rural areas 
also suffer from higher rates of po\ert\ 
and lower percentages of families with 
health insurance, Rural states have more 
restrictive Aid to Families with Dependent 
Children (AFDC) programs and are less 
likely to adopt Medicaid eligibility and 
sen ice options.!- 1 " 1 



177 



U.S. Hec'th Care for Children 



175 



Homeless Families 

Few pregnant women or families with chil- 
dren are literally without housing. Home- 
lessness for this group usually is defined as 
no permanent home and means living in 
a welfare hotel, in a shelter, or doubled up 
with another family. The number of chil- 
dren who are homeless on any given night 
is estimated to be between 60,000 and 
500,000. 16 Studies have found that home- 
less pregnant women receive less prenatal 
care than other poor women. 17 Similarly, 
homeless children have lower rates of im- 
munization and increased rates of hospital 
admission, both suggesting problems with 
obtaining primary health care. 18 Home- 
less families are also less likely to receive 
benefits under the WIC program. iy 

Being without a permanent home is 
associated with several specific access bar- 
riers. Welfare hotels and shelters are often 
not located in residential neighborhoods 
and frequently are in areas characterized 
bv violence and drugs. Fear may make 
parents and children reluctant to leave 
their apartments or shelters even to seek 
medical care. The depression and despair 
characteristic of homeless families com- 
pounds these problems. Also, homeless 
families may have tx?en relocated from the 
areas in which they normally sought medi- 
cal care and have little information about 
sources of care in their new areas. 

Runaway Children 

Adolescents who have run away from 
home or been "thrown out" often develop 
medical problems including abuse of alco- 
hol and drugs, sexually transmitted dis- 
eases, pregnane}', and malnutrition. 20 Yet 
they arc unlikely to seek care from tradi- 
tional medical care providers. In addition 
to not having funds to pay for care, they 
are often fearf ul of being returned to their 
homes and reluctant to interact with clini- 
cians who maybe un sympathetic with their 
lifestyles. They may not know where to 
seek rare even if thev want it. 1 ^ 1 (See the 
article by Perrin, Oliver, and Lawrence in 
this journal issue.) 

Institutional Barriers 

Included among institutional barriers are 
the policies, practices, and attitudes of in- 
stitutions, such as hospitals and health 
renters, as well as those of clinicians in 
traditional private practice or in managed 
care organizations. I'nfortunatcly. the im- 
portance of these "sof ter" barriers is often 
overlooked. Policymakers must be careful 
not to confuse 1 institutional with personal 



barriers. Some providers complain that 
women do not seek prenatal care, when the 
reality is that they are unable to obtain it. 
Such providers are "blaming the victim" 
when the culprit may be the institution 
itself or some other factor which the 
providers may control but not recognize. 

Provider Policies 

Explicit provider policies may create obsta- 
cles to the receipt of care. Many such poli- 
cies are based on the financial status of the 
patient, such as refusal to accept Medicaid 
or to use a sliding fee schedule. But the 
policies of health maintenance organiza- 
tions (HMOs), preferred provider organi- 
zations, and other programs of managed 
care can reduce access to care despite the 
absence of financial disincentives. Studies 
have found that these programs may limit 
or even deny pediatricians' referrals to 
subspecialists or inpatient care;-- that in 
comparison to indemnity insurance plans, 
they may cover, without deductibles and 
co-payments, fewer services needed by 
children with chronic illnesses, such as 
prescriptions, durable medical equip- 
ment, and mental health services; 1 -^ and 
that they may ignore the benefits to which 
enrolled Medicaid children are entitled, 
especiallv the Early and Periodic Screen- 
ing. Diagnosis, and Treatment (EPSDT) 
program.- 4 Women who have an estal> 
lished relationship witli a family planning 
clinic, perhaps with a family planning 
nurse within the clinic, when switched to 
an HMO may be told to seek this type of 
help from a busy obstetrician. An adoles- 
cent may feel more comfortable at a 
school-based clinic but, if enrolled in a 
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managed care program, may not be cov- 
ered for school-based care. These barriers 
may result in receipt of substandard care, 
in delavs in obtaining needed medical 
care, or in no care at all. 

Provider policies affect adolescents 
particularly. Teenagers may not use a 
provider who will treat them only after 
informing their parents. State laws usually 
allow the treatment of sexually transmitted 
diseases and prenatal care without paren- 
tal consent, bin provider policies about the 
prescription of contraceptives vary even in 
the absence of state laws.^ 

Provider Practices 

Many provider barriers, however, are not 
based on explicit policies. Instead, they are 
ihe result of patterns of practice that have 
been adopted over the years, frequently 
with little attention to the impact they have 
on access. Providers seldom recognize 
how difficult it may be for patients or their 
parents even to make an appointment. 
Telephone numbers are often not listed in 
the words the prospective patient or par- 
ent might expect. Under what category 
should a mother look for health care for 
her child: pediatrics, primary care, well- 
child conferences? And under what cate- 
gory should a pregnant woman look for 
care: prenatal care, maternity, obstetrics, 
women's clinic? When the correct number 
is located, the provider may have insuffi- 
cient phone lines or staff to answer incom- 
ing ualls. Patients and parents report 
hearing a continual busy signal or having 
phones ring for se eral minutes before 
being answered. Even if the phone is an- 
swered promptly, the caller may be put on 
hold while a desk clerk takes care of more 
pressing business. For the individual call- 
ing from home, these may be minor an- 
noyances, but they may be major barriers 
for someone trying to make a private call 
from work 01 using a public phone. 

A long delay between making an ap- 
pointment and being seen may discourage 
care-seeking behavior. Such delays in ob- 
taining care may cause health problems, 
as for example when teenagers need 
family planning advice or pregnant 
women need prenatal care. A long wait at 
the time of the appointment may make- 
women who must take time from work or 
who are accompanied by small children 
less likely to return for care. 

The "inappropriate" use of emergency 
rooms (ERs) is often due to the restricted 
hours and lack of back-up telephone and 



referral systems at community clinics. 
From the patient's or parents' perspective, 
ER use may be logical. At many sites it is 
available 24 hours a day and 7 days a week, 
the clinicians are well trained, all necessary 
diagnostic and therapeutic equipment is 
immediately available, and Medicaid will 
often pay for transportation costs. - (i Medi- 
cal care experts, however, know the disad- 
vantages of ER use for routine care: lack 
of continuity of care, neglect of preventive 
measures, hi^h cost to the institution and 
to the payer, and possible conflict with 
true emergencies. Many experts fault the 
patient or the parent for inappropriate ER 



A long delay between making 
an appointment and being seen 
may discourage care-seeking 
behavior. 



use, but the real culprit may he the system 
of primary care. Patients and parents will 
tend to limit their use of primary care 
providers as long as little or no attempt is 
made to explain the disadvantages of the 
ER and the advantages of having a regular 
source of primary care and consulting it 
before using the ER. One study found that 
children enrolled in a primary care center 
received a smaller percentage of their 
health care in an ER than those without a 
regular source of care. 5 * 7 

The lack of important, nonmedical 
services also may discourage utilization, 
while their presence may improve access. 
Such services include on-site child care, 
bilingual staff, and assistance with trans- 
portation.^ 

Provider Attitudes 

The attitudes of clinicians and their staffs, 
technicians, receptionists, and others may 
have a profound effect on willingness to 
seek care. Negative attitudes toward indi- 
vidual patients or groups of patients de- 
fined by condition, race/ethnicity, or 
economic status can be detected not only 
in verbal statements but also in the way 
patients and parents are created. Clini- 
cians who believe that teer.age pregnancy 
or pregnancy among the unmarried is 
morally wrong may convey these judg- 
mental attittides by word and deed. Disre- 
spect for economically deprived patients 
or for those f rom racial or ethnic minority 
groups can Ik* shown by calling them by 
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their first names without asking if thai is 
their preference or by keeping them wait- 
ing for long periods, leaving inadequate 
time to answer patients' or parents' ques- 
tions and a general hurried and hassled 
atmosphere also convey negative provider 
attitudes. 

Personal Barriers 

Pei sonal harriers include factors related to 
age and race or ethnicity, lack of sufficient 
correct information, and psychological 
problems. 

Age-related Factors 

Infants and children — whether in paren- 
tal homes, foster care, or institutions — are 
dependent upon adults for medical care. 
School clinics are probably the only places 
where young children can initiate their 
own < are. 

While adolescents arc capable of in- 
itiating care, they are often prevented 
from taking such action by legal restric- 
tions and transportation difficulties. The 
problems caused by these factors may be 
compounded by feat" of parental discov- 
ery of sexual activity, pregnancy, or sexu- 
al Iv transmitted diseases. When the 
federal government promulgated regu- 
lations requiring family planning clinics 
that received federal lands to inform 
parents that their children had re- 
quested contraceptives, advocates were 
able to have the rule overturned hv citing 
studies showing that a large proportion 
of female adolescents would not seek 
family planning advice if this rule were 
put into effect. Fear of discovery bv par- 
ents remains a significant reason why 
adolescent females postpone obtaining 
contraceptives. 2 ** 

An additional problem faced bv adoles- 
cents is their in-between status. Few feel 
comfortable in the offices of internists, yet 
many pediatricians' offices are equally 
unsuitable because most patients are in- 
fants or voting children. Oni* stiiyey of sub- 
urban general pediatricians found that 
many were ambivalent about treating 
adolescents and cited problems with 
payment, time, lack of knowledge about 
adolescent health, and adolescents* per- 
ception of them as "baby doctors'* as rea- 
sons for their ambivalence. Few provided 
anticipatory guidance about sexuality; 
questioned adolescents about depression, 
incest, or child abuse; or had the equip- 
ment neccssaiy for a gynecological exami- 
nation. 29 



Children in Foster Care 

In 1989 an estimated 360,000 children 
were served by state foster care pro- 
grams.^ 0 Almost all children in foster care 
are eligible for Medicaid, Yet several stud- 
ies of foster children have shown that their 
health status is poor and that their health 
care is fragmented and inadequate.-"* 1 Fos- 
ter children face several tamers to health 
care in addition to the usual problems with 
Medicaid coverage. Many were in poor 
health when they were placed, for exam- 
ple, inf ants of substance-abusing mothers 
or physically abused or neglected chil- 
dren. Foster parents may not be informed 
about the child's right to medical care, 
may be uninformed about the health care 
needs of the child in their care, or may be 
too busy to secure needed health care. 
Also, children who move frequently from 
one foster care placement to another usu- 
ally experience fragmented medical care 
at best. 

Female adolescents in foster care face 
special problems in obtaining famth plan- 
ning services. Most states do noi oiler 
training in adolescent sexuality to foster 
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parents or caseworkers. 32 Agencies that 
arrange foster care placements may, for 
religious or other reasons, not provide in- 
formation about access to birth control 
and abortion services. 33 One study found 
that among 13- to 18-year-old sexually ex- 
perienced adolescents in the child welfare 
system, a smaller proportion in foster care 
than in their own homes had used a con- 
traceptive during their most recent inter- 
course or had obtained contraceptives 
from a family planning clinic. 34 

Juveniles in Custody 

A 1987 census found 91 ,646 juveniles in 
public and private juvenile detention, cor- 
rectional, and shelter facilities.* 5 Because 
they usually have been placed there by 
court order, the state is responsible for 
their care. Family finances or motiva- 
tional issues cannot explain why many of 
these children receive inadequate medi- 
cal care, but several studies have shown 
that they do. 3r > 

Racial and Ethnic Barriers 

A variety of health statistics indicate that 
women and children in certain minority 
groups — including African-Americans, 
Hispanics, and American Indians — have 
more frequent and mor* 1 severe health 
problems than the white majority or 
other minority groups. Some of these 
differences in health status are due to 
the larger percentage of these families 
who have inadequate financial resources 
and some are due lo limited access to 
care caused by the reluctance of many 
clinicians to settle in low-income areas. 
Prejudices against members of minority 
groups may also contribute. 3 " 



Lack of Sufficient and Appropriate Information 

Another personal barrier is inadequate 
information about the need for care> This 
lack of information may be the result of an 
inability to speak or read English, func- 
tional illiteracy, marginal mental retarda- 
tion, and not being reached by health 
education programs. Hispanics have 
found their access to Medicaid blocked by 
forms that have not been translated into 
Spanish 3 ** or the absence of staff to assist 
Spanish-speaking clients. 39 Other non- 
English-speaking groups, such as recent 
Asian immigrants, also face this barrier. 

Patients with strong ties to other cul- 
tures — including some American Indi- 
ans, Hispanics, and recent Asian 
immigrants — may find the American 
medical care system alien to them. This 
may be a particular problem with regard 
to preventive care, that is, care unrelated 
to an episode of illness or an injury. Those 
from different cultures may not realize 
the importance of early prenatal care or 
of the full immunization schedule. They 
may feel that a pregnant woman need not. 
be seen until after "quickening" or that 
infants are fully immunized after the in- 
itial shots in the first year of life. They may 
prefer to use the types of healers typical 
of their culture. Women may be unwilling 
to seek reproductive health services from 
male clinicians, 3 

Psychological Problems 
Although most barriers to care are prob- 
ably beyond the control of the patient or 
the parent, patients and their families may 
contribute directly to inadequate or inap- 
propriate use of health services. The cur- 
rent epidemic of drug use appears to have 
increased the number of pregnant women 
who are receiving inadequate prenatal 
care and the number of young children 
who are not receiving primary health care, 
including immunizations. The time re- 
quired to obtain the drugs, diminished 
control while under the influence of 
drugs, and fear of discover)' may cause a 
delay in seeking care or an inadequate 
number of visits for the women and their 
young children. 40 

Other psychological barriers include 
lack of motivation or competition with 
other activities that appear more impor- 
tant, depression, and fear of medical pro- 
cedures such as pelvic examinations and 
shots. One study of prenatal care found 
that "feeling depressed and not up to 
going for care" and "needing time and 
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energy to deal with oilier problems" were 
common reasons for seeking prenatal care 
late or not at all, as was being a substance 
abuser or holding negative attitudes 
toward prenatal care. 41 Personal and 
family problems, depression and not feel- 
ing well, unhappiness with the pK-gnancy, 
and negative feelings about seeing doctors 
were associated with poorer prenatal care 
in another study.- 

Combinations of Barriers 

Certain population groups and certain 
services illustrate how these non financial 
barriers may combine to create significant 
health problems. 

American Indian Families 

Health status indicators suggest that the 
health of American Indian women and 
children is worse than that of other 
Americans. The women generally have less 
adequate prenatal care,' 1 -'"*'* and the 
adolescents use fewer preventive health 
services. 44 Health problems and tinder- 
utilization of health services are probably 
attributable to many factors including pov- 
erty, racism, long travel times to medical 
care facilities in some of the areas in which 
American Indians live, inadequate infor- 
mation about the need for medical care, 
reliance on native healers, and abuse of 
certain substances, especially alcohol. 

Migrant Families 

Women and children in migrant worker 
families also have higher rates of health 
problems and face significant obstacles to 
care.^ These obstacles include financial 
barriers (their Medicaid status varies from 
state to state, and their incomes are usually 
too low to purchase care out-of-pocket), 
discrimination, a work schedule that pre- 
cludes seeking care during the day or on 
weekdays, lack of familiarity with the medi- 
cal care facilities in the different commu- 
nities through which they travel, 
occasional language problems, and in 
some areas long distances to facilities and 
an absence of public transportation. 

Immunization 

Recent outbreaks of measles and other 
vaccine-preventable diseases among pre- 
school children have drawn attention to 
the inability of the American health care 
system to immuni/e many young children. 
(See the Perrin, (iuyei, and Lawrence 
article in this journal issue.) The National 
Vaccine Advisory Committee \w. iisted 
four kev harriers to immunization: 



■ missed opportunities for administering 
vaccines — a child is not immunized during 
a health care visit because of inappropriate 
contraindications, failure to assess immu- 
nization status, or other provider-related 
reasons; 

■ shortfalls in the del iverv system — immu- 
nizations being available by appointment 
only, requiring a physical examination 
prior to immunization, need for a physi- 
cian referral, inconvenient clinic hours, 
inappropriate health educational materi- 
als, and inefficient immunization record- 
keeping systems; 

■ inadequate access to care — absence of 
routine health care visits; and 

■ inadequate public awareness and lack of 
demand for immunizations. 46 



Recent outbreaks of measles and other 
vaccine*preventable diseases among preschool 
children have drazvn attention to the inability of 
the American health care system to immunize 
many young children. 



While most children receive initial dos- 
ages of vaccine during their first year of 
life, retort ling for booster shots or for 
those vaccines started later is less routine. 
This pattern suggests a lack of under- 
standing of the need for a full series of 
shots to protect the child and the absence 
of a follow-up system to bring into care 
children who miss shots. Such systems are 
routine in many western European coun- 
tries. 17 

Reducing the Barriers 

Reducing the nonfinancial barriers to 
medical care for children and women with 
reproductive health needs will be difficult, 
particularly when federal and slate interest 
in health care is focused on health insur- 
ance. Nevertheless, it is incumbent on 
health services researcher?, policy analysts, 
planners, advocates, and clinicians to real- 
ize that a broader spectrum of problems 
must be addressed. A recent publication 
noted, 'This is not to say that financing 
options are wrong or unimportant, but 
rather that the basic approach needs to go 
bevond just giving people an insurance or 
Medicaid card." 4 * 
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Ways to Reduce Barriers 

Research and clinical experience suggest 
many ways to reduce harriers to the receipt 
of medical care. (Many of the ideas thai 
follow are described in greater detail in the 
publications of advocacy and other 
groups. W) 

Modify Laws and Regulations 

lawmakers should be helped to under- 
stand the effect of laws and regulations on 
patient behavior. For example, rules that 
seek to reduce f raud and abuse bv increas- 
ing the frequency with which forms must 
be completed and the number of items 
needed on the forms often make obtain- 
ing care more difficult and lime-consum- 
ing. A balance should be struck between 
the costs of some abuse and the costs of 
t are avoided or delayed. Laws that appear 
to be promulgated with the intent of 
reducing access, such as some of the 
family-planning-rclaled ones, also need to 
be rethought in terms of the cost-benefit 
balance. 

Reduce Geographic Problems 

Geographic problems c an be reduced by 
encouraging c linicians to locate in under- 
served areas and bv establishing clinics in 
such areas. The federal government at- 
tempts to overcome manpower shortages 
bv funding the National Health Service 
Corps, as well as eommunitv and migrant 
hcal:h centers and special programs for 
the homeless. Sometimes, however, an iso- 
lated area may not have enough individu- 



Of feting several services in one 
place at one time (co-location) 
can also reduce travel-related 
barriers. 



als losupport a clinician in private prac tice 
or a clinic . In these instances, traveling 
teams of pi i man care c linic ians or special- 
ists, sometimes with specially equipped 
mobile vans, mav reduce obstacles. When 
the absence of public transportation is the 
main barrier, agencv vans or taxi vouchers 
mav be the answer. Vans are also being 
used to provide health care to families in 
welfare hotels in New York City,* 0 

Publiclv supported medical care pro- 
grams should determine whether all sen- 
ices are best provided in a centralized site. 



Women and children in need of routine 
care might be seen at storefront facilities 
that have minimum equipment or even be 
cared for in their homes by nurses. The 
centralized and better-equipped facilities 
could be reserved for those in need of 
specialists or laboratory and other services. 

Offering several services in one place 
at one time (co-location) can also reduce 
travel-related barriers. Studies have shown 
that having WK programs available where 
women obtain prenatal care or pediatric 
care increases the use of those services, 
Outposting welfare workers to the facilities 
where women are seeking prenatal or pe- 
diatric care reduces the number of trips 
and the amount of time needed to obtain 
Medicaid certification. This one-stop 
shopping concept was incorporated into 
.the 1989 amendments to the Maternal and 
Child Health Services Block ( .rant."' 1 (Se e 
the Hill article in this journal issue.) 

Make Providers More User-friendly 

Changing provider policies, practices, and 
attitudes is veiy difficult, but it can be 
done. First, someone or some group must 
become aware that patient behavior is not 
determined exclusively b\ psychological 
fac tors, but that the institution or the indi- 
vidual provider may also have an effect. 
With suc h an awareness may come an in- 
terest in determining what or who is mak- 
ing patients less eager to see the provider 
or to com pi v with clinician recommenda- 
tions. A systematic review of policies and 
procedures may be needed. Intcmcws 
with patients or the use of anonymous 
questionnaires can supply additional in- 
formation. Accompanying a patient, par- 
ticularly a first-time patient, through a visit 
also mav vield fresh insights. With such 
information available, staff meetings be- 
come a vehicle for devising new polic ies 
and procedures, and for organizing in- 
scrvicc training programs. Patient advo- 
cates should, however, expect strong 
resistance to change. 

Some providers of prenatal c are ha\e 
gone through this process. In the earlv 
1970s, a maternity and infant care project 
required all personnel on their first clay of 
employment to register as new obstetric 
patients and "to go through the clinic ." 
The c linic directors believed that this ex- 
perience increased staff* awareness of 
"what a patient s average day involves and 
underlines the importance of treating pa- 
tients with respect and courtesy,"'*- The 
Department of Obstetrics and Gynecology 
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at n state medical school, seeking ways to 
increase the percentage of pregnant 
women who initiated care carls, rccog- 
ni/ed that "deteriorating attitudes" toward 
patients among clinic personnel was a pos- 
sible problem. Members of" the obstetric 
facultv were alerted to the problem and 
told to improve clinicians' attitudes and 
behavior, and training programs were de- 
veloped for nurses.-^ 

Offer Specialized Services for Specified 
Populations 

Certain populations cannot be expected 
to seek care from traditional providers in 
traditional settings. Runawavs and street 
c hildren are examples. Communities with 
large populal ions of street c hildren should 
consider providing vans or other outreac h 
services to scire them. Adolescents, par- 
ticular!) those in medically underscrved 
areas. ma\ respond well to sc hool-based or 
school-affiliated clinics. In some schools 
with these clinics, as main as K:V* of t he- 
enrolled students use the clinic each 
vear.~ ,! Migr ant workers need facilities that 
arc accessible and accommodate their 
working conditions and lifestyles. Some 
states are experimenting with specialized 
health progiams for foster i liiUifc'it.-^-"' 

Increase Patients' Intormation and Change 
Beliefs and Attitudes 

IYo\ iders have found se\ei al forms of out- 
reacb to be' succ essful in increasing infor- 
mation or c hanging beliefs and attitudes. 
In many communities, women can now 
call hotlines to learn where they can obtain 



family planning, maternity, or pediatric 
services. Home visitors not only convcv 
information, but also ma\ modify belief's 
and provide the social support essential to 
using health care* effectively.^' 



Sometimes it is more effective 
to serve patients zmthin the 
framework of their cultural 
beliefs than to try to change 
them or to ignore them. 



F.ducation in provider settings bv clini- 
cians or bv their staffs is important to pa- 
tients' understandiugof the need to follow 
health care instructions, including the* 
need for follow-up visits. While mass media 
campaigns mav provide information and 
modify beliefs and attitudes, their message 
is more effective when integrated with di- 
rected educational efforts in the home, 
provider facilities, schools, and commu- 
nity organizations.^ Involvement of com- 
munity members can contribute to the 
cultural sensitivity and acc eptance of edu- 
cational materials, r, ~ 

Sometimes it is moie elfec the to serve 
patients within the framework of their cul- 
tural beliefs than to trv to change them or 
to ignore them. If women are reluctant to 
he seen unclothed b\ men, female plusi- 
ciansoi in uses can serve as then primaiv 
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clinicians. Clinicians can discuss cultural 
belief's with native healers and, unless their 
practices would have adverse impacts, 
work with them in providing care. 

Special Approaches for Adolescents 

The special access problems faced by 
adolescents have been described in this 
paper and in greater detail in the Office 
of Technology Assessment's report on 
adolescent health. r>s The report recom- 
mended that Congress take steps to 
improve adolescents' access to appropri- 
ate health and related sen ices through 
five general strategies: 

■ supporting jrhe development of centers 
that provide comprehensive and accessi- 
ble health and related senices specifically 
for adolescents in schools and /or commu- 
nities; 

■ improving adolescents' financial access 
to health services; 

■ improving adolescents* legal access to 
health services; 

■ increasing support for training of health 
care providers who work with adolescents; 
and 

■ empowering adolescents to gain access 
to health services. - r,K 

The Societv for Adolescent Medicine 
has published a position paper on access 
to health care for adolescents suggesting 
that proposals for improving access be 
evah lated using the following criteria: avail- 
ability visibility, quality, confidentiality, af- 
fordabilitv, flexibility, and coordination." 1 -' 

Responsibility for Addressing 
Problems 

The federal government has responsibil- 
ity for reducing some of these barriers. It 
has the financial base necessary to iin- 
pro\e provide! reimbursement and in- 
crease the number of public and 
quasi-public providers. The broad-based 
mass media educational programs that 
would raise the level of health education 
in this fountrv could be initiated by the 
federal bureaucracy. And changes in fed- 
eral policies regarding reproductive 
rights will have an impact on the availahil- 
itv ol reproductive health services. 

States have a number of ways of reduc- 
ing barriers. Thev also can improve 
provider reimbursement and increase the 
number ol public and quasi-public provid- 
ers. They regulate Medicaid and private 
health insurance within broad federal 
mandates, and with federal assistance, 



most fund or operate family planning clin- 
ics and other public and quasi-public fa- 
cilities. Thus, states can establish standards 
for what services will be provided, where 
they will be provided, and by whom. State 
laws regulate abortion and parental con- 
sent, again within the framework of fed- 
eral laws. States operate the foster care 
programs and institutions for various 
groups of children. In several states, court 
orders have been needed to assure that 
these children receive the care to which 
thev are entitled. Some states mandate the 
content of health senices and/or health 
education within public schools. 

(Sty and county governments also can 
reduce obstacles. Many operate health 
care facilities and can modify their policies 
and practices. Community health educa- 
tion can be targeted very effectively at the 
local level. Local education authorities 
often decide what health services will be 
provided within the schools and what 
health subjects will be taught. 

Professional organizations need to 
educate their members about the barriers 
that they, or the facilities in which they are 
employed, may impose and al>out their 
roles in helping to educate patients and 
potential patients. Professional organiza- 
tions also can lobby for changes in federal, 
state, and local policies and practices. Ad- 
vocacy groups should keep the need for 
broad-based approaches to barrier reduc- 
tion before legislators, professionals, and 
the general public. 

Conclusions 

At some time almost cvciyone encounters 
one or more legal, geographic, institu- 
tional, or personal barriers to health care. 
However, certain populations — for exam- 
ple, the economically deprived, racial and 
ethnic minorities, those in isolated rural 
areas, migrants, illegal aliens, homeless 
families, children in foster care homes or 
institutions, and runaways — experience 
these obstacles more often. Certain serv- 
ices also appear to be more affected by 
barriers to access. 

While financial barriers remain the 
most important obstacles to health care 
lor children and for women with repro- 
ductive health needs, other (actors play 
a significant role. It is unlikely that a 
national health insurance plan will serve 
all who need care optimally. Obstacles to 
can* created by laws and regulations, the 
absence of easily available providers, in- 
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stitutional policies, practices, and the 
psychosocial problems of those who 
need care may be reduced but will re- 
main significant. Most of these barriers 
can and should be addressed immedi- 



ately, without waiting for a national 
health insurance proposal. Moreover, 
any national health plan should include 
provisions for lowering or eliminating 
these barriers. 
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Teenage Childbearing 

Eugene M. Lewit 



This article examines a frequently discussed indicator related to the U.S. 
health care system for children and pregnant women: the birthrate for 
teenage mothers. Pregnancy among teenagers represents a particular 
challenge to the system. The pregnant teenager, often in many respects a child 
herself, requires a full complement of prenatal care services to maintain her 
health during pregnancy and the postpartum period. Adequate prenatal ^are 
is also important for the health of her newborn child, who will also have need 
for medical care following birth. 

Assuring adequate medical care for adolescents, pregnant or not, may be 
problematic for a number of reasons, including adolescents* discomfort with 
traditional health care settings and inadequate resources to pay for care, parental 
consent requirements for some services, and physicians who are uncomfortable 
or unskilled in dealing with adolescent patients. (See the article by Pen-in, Guyer, 
and Lawrence in this journal issue.) Moreover, because 80% of teenagers report 
that their pregnancies were unintended, the difficulties many teenagers have 
obtaining family planning services would appear to be a factor in many teenage 
pregnancies. As a consequence of the difficulty some teens have accessing health 
care, as well as ambivalent feelings about being pregnant, pregnant teenageis are 
much less likely than older women to begin prenatal care during the first trimester 
and to receive an adequate amount of prenatal care. (See the article by Racine, 
Joyce, and Grossman in this journal issue.) 



In pai l because of inade- 
quate prenatal care, teenage 
childbearing is associated 
with a mini her of undesirable 
outcomes tor both the teen- 
age mothers and iheir babies. 
Among the poor outcomes 
tor the infants are increased 
rates of pre term birth, low 
bin h weight, and death 
within ihe first vear of life. 1 
Alter infancy, children of 
teenage mothers are also 
moie likeh to ha\e problems 
in school, score low on IQ 
tests, and have emotional 
problems 1 When thev be- 
come teenagers, these chil- 



dren are also at increased risk 
of pregnancy. 

Teenage mothers are 
themselves at increased risk of 
several deleterious health con- 
ditions, but these events appear 
in most instances to be a con- 
sequence of the economic and 
psychosocial factors associated 
with teenage pregnancy rather 
than of the biologic factors 
associated with maternal age 
per se. 1 Because teenage child- 
bearing tends to interrupt the 
usual transitional process 
which prepares teenagers for 
the responsibilities of adult- 
hood, the adverse economic 



and psychosocial conse- 
quences of teenage childbear- 
ing can he significant. Women 
who give birth as teenagers arc 
much less likely to finish cither 
high school or college than 
women who do not. They are 
also more likely to be unem- 
ployed and to earn less than 
women who were not teenage 
mothers when they are 
working. 1 

A 1987 National Research 
Council report estimated the 
annual costs for public pro- 
grams for all families begun 
when parents were adolescents 
al $16.67) billion (1985 cosls).' j 
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Figure 1 . Births to 15- to 19-Yoar-Okto by Race of Child, U.S. 1970 to 1989 



Nat ion :il birth statistics have been tabulated 
and reported by the National Outer for 
Health Services Research (NCI IS) liyamim- 
lx*r of charanerisiics indud "ng age, educa- 
tion level, and marital stalls of mot bet. 
Natalitv statistics arc also tabulated bv rate of 
child, which is delenninea by an algorithm 
fcucd on information reported for both the 
mother and the father, ftegitiiiing with the 
1989 <lata. births are also being tabulated 
according to race of the mother; but to avoid 
introducing a bias into intertemporal com- 
parisons, aM statistics rc|M>rled in this note 
are tabulated on the basis of the race of child 
algorithm. 

m Births to both white and black teen- 
agers declined between 1970 and 
1985. remained steady for several 
years, and began to increase slowly in 
lb elate 1980s. 

• One reason for the decline in births 
to teenagers between 1970 and 1985 
was a 4% decline in the inunbei of 
teenage girls between 1970 and 1985. 
Births rose Ix'tween 1985 and 1989 
despite a continuing decline in the 
population of teenage girls because- of 
an upturn in the birthrate for teenag- 
ers (sec figure 12), 



Note. I -year time span 
exceot from 197CM985 
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Source; National Center for Health Statistics, see note no. 12. 



This estimate includes the cost 
of Aid to Families with De- 
pendent Children (AFDC), 
Medicaid, and food stamps for 
these families. It does not. 
however, include many other 
costs associated with teenage 
pregnancy such as the costs of 
increased morbidity among 
teenage mothers, increased 
morbidity and mortality 
among their children, and the 
costs of all the other services 
(social services, special 
housing and educational serv- 
ices, child protective services 
and foster caie) consumed 
disproportionately b\ this 
group. On one level, this esti- 



mate of the additional public- 
costs associated with teenage 
childbearing can be viewed as 
a measure of the burden this 
activity places on the rest of 
soc iety; but on another level, 
it is a measure of the negative 
impact of teenage childbear- 
ing on families begun by ado- 
lescents and evidence that 
ihese effects are sustained for 
many years. 

Measuring 
Childbearing 
Among Teenagers 

Different statistics are used to 
measure the level of changes 
in teenage childbeui i ng. 



These statistics are tabulated 
by age. lacc/cihnicitv, and 
marital stntus of the mother.^ 
Figure 1 presents births to 
women under age 20 vears lot 
the period of 1970 to 1989. 
Births to teenage mothers de- 
clined substantially between 
1970 and 1985-80 lor both 
black and white mothers. 1 
Since the mid-1980s, however, 
births to teenage mothers have 
increased in the aggregate bv 
almost 10%. These statistics 
provide a measure of the po- 
tential burden on the health 
care and social service svstems 
which results from the special 
needs of teenage mothers and 
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their infants, but offer no in- 
sights into reasons for the 
recent increase in births to 
teens. 

Age-specific Birthrates 

The actual number of births to 
teenage mothers will fluctuate 
as the teenage population fluc- 
tuates, perhaps independently 
of the actual rate of teenage 
child bearing. Accordingly, an- 
nual age-specific birthrates 
{births per 1,000 women of 
specified age bvvear), an easily 
measured and fairly sensitive 
indicator of fertility among 
women of different ages, is a 
useful measure of teenage 
( hildbearing. Birthrates for 
women of different ages are 
presented in figure 2 for the 
period from 1970 to 1989, the 
latest year for which data are 
available. 5 Hi ah rates for both 
white and black 15- to 19-year- 
olds declined substantially 
during the 1970s, remained es- 
sentially unchanged thiough 
the in id- 1980s, and began to 
increase 1 in the late 1980s. Pro- 
visional data for the state of 
California suggest that this ris- 
ing trend continued through 
1990/' As can lx- seen in the 



figure, birthrates lor women 
20 to 44 years of age followed 
a similar pattern of decline, 
stability, and increase during 
the 1970 to 1989 period. Inter- 
estingly, the birthrate for blac !v 
teens was more than twice the 
rate for white teens during the 
entire period, although birth- 
rates for older women in each 
rac ial group were similar. 

Births to Unmarried Teenagers 

Perhaps even more troubling 
than the recent upturn in the 
rate of birth to teenage moth- 
ers is the marked increase in 
the rate of birth to unmarried 
teenage mot hers. As shown in 
figure 3, the birthrate for un- 
married black teenagers de- 
clined from 1970 to 1983 but 
has since exceeded 1 970 levels. 
Blac k teenagers are at higher 
risk of both pregnancy and 
out-of-wedlock births than arc 
white teens, but between 1970 
and 1989, the birthrate for un- 
married white teenagers in- 
creased by 152% while the rate 
lor unmarried black teens in- 
creased by only 10%.' The in- 
crease in the rate of birth to 
unmarried teens is consistent 
with the increase in the rate of 



birth to unmarried women 4 20 
years of age and older. As a 
result of this increase in rates 
of birth for unmarried women, 
more than two thirds of births 
to teenagers were to unmar- 
ried mothers in 1989 as were 
21% of births to older 
women. r> The increase in the 
proportion of births to unmar- 
ried women is cause for con- 
cern because out-of-wedlock 
c hildbearing is strongly associ- 
ated with increased risk of low 
birth weight and infant mortal- 
ity. (See the article by Racine. 
|ovce, and Grossman in this 
journal issue.) In addition, 
children in single-parent fami- 
lies arc much more likely to 
live in poverty than are chil- 
dren in two-parent families. 8 

Proximal Causes 

Many factors, societal and per- 
sonal, influence the rate of 
birth to teenagers, married or 
not. Most proximally the rate 
is the result of the interaction 
of the level of sexual activity 
and the use of effective contra- 
ception among teens and their 
sexual partners, many of 
whom are males 20 years of age 
and older, as well as rates of 



Figure 2. Birthrates by Age of Mother and Race of Child, U.S. 1S70 to 1989 
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abortion and miscarriage and 
iho propensity to marry cither 
prior to or subsequent to con- 
ception. Examination of 
trends in these proximal fac- 
tors can aid our understanding 
of trends in teenage childbear- 
ing. For example, data from 
the National Survey of Family 
Growth indicate that, espe- 
cially during the early teen 
years, black teens are more 
likely to have bad sex before 
an\ given birthday than while 
teens.- 1 These statistics are con- 
sistent with the higher rate of 
childbearing among black 
teenagers as compared to 
while teenagers. Moreover, 
these same data indicate thai, 
between 1970 and 19XK. the 
proportion of females 1 T> l< > \ [\ 
years of age who had ever had 
premarital sexual intercourse 



increased from L l\Y'l to 52%. I (l 
The increase in the birthrate 
for unmarried teens is consis- 
tent with this increase in the 
rate of sexual activitv among 
teenagers and the decline in 
the rate of marriage among 
teenagers from 30.4% of the 
population under 20 vcars old 
in 1980 to only 18.1% in 1987.* 
Although suggestive, the 
changes in these proximal fac- 
tors do not by themselves ex- 
plain the recent trends in 
teenage childbearing. For ex- 
ample, between 1970 and 
1985. the proportion of fe- 
males 15to 19 years of age who 
had ever had premarital sexual 
intercourse increased by more 
than , vet the teenage 
birthrate fell by 35%.»° 
Between 198:") and 1988, how- 
ever, as the proportion of fe- 



males 1 5 to 19yearsofagc who 
had ever had premarital sex 
continued to increase, the 
teenage birthrate grew bv 69? .. 
'Hie effects on teenage child- 
bearing of the contentious de- 
bate over abortion and recent 
policy changes which restrict 
teenage access to abortion and 
family planning services have 
yet to be fully analyzed. These 
events, however, do not 
appear, at least through 1988, 
to have been important fac tors 
in the upswing in the rate of 
teenage childbearing.' 1 

Conclusions 

The evidence suggests that the 
rate of childbearing among 
teens in the United States ma\ 
be increasing after a dec ade of 
stability; moreover, the actual 
number of births to teenage 



Figure 3. Birthrates for Unmarried Women by Race of Child, U.S. 1970 to 1989 
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mothers also increased in 1 988 
and 1989 after declining stead- 
ily for more than 2 decades. 
The rate of childbearing 
among unmarried teens is also 
steadily increasing. It is not 
surprising, therefore, that 
policymakers are paying more 
attention to teenage preg- 
nancy. To some extent, inter- 
est in teenage pregnancy, 
which predates the recent up- 
swing in birthrates, reflects 
concern about the substantial 
increase in out-of-wedlock 
births in this age group. It also 
reflects concern that recent 



attempts to limit teens 1 access 
to family planning services 
may lead to increases in binhs 
in this vulnerable population, 
although available evidence 
does not show a decline in con- 
traceptive use among teens. 

Ultimately, those con- 
cerned with the problems 
posed by teenage pregnancy 
will need to address two facts. 
The first is that the rising trend 
in childbearing among unmar- 
ried teens seems to be mimick- 
ing a similar trend among 
older women and. assuch, may 
be indicative of changes in 



society as a whole which may 
be difficult to address through 
programs targeted to teenag- 
ers alone. The second is that, 
for many teenagers, pregnancy 
may be as much a symptom as 
a cause of both personal and 
societal problems. Accord- 
ingly it may be necessary to 
enhance the life options of 
teenagers to deal effectively 
with this issue. 

Linda Sandham Quinn and 
Don Hahan assisted in (he prepa- 
ration of (his article. 
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